The RHODE ISLAND MEDICAL JOURNAL 


VOL. XLI 


JUNE, 1958 


NO. 6 





The First Murray S. Danforth Oration 


SOME PROBLEMS IN THE TREATMENT OF 
TRAUMATIC DISLOCATION OF THE HIP* 


CARL E. BADGLEY, M.D. 








The Author. Carl E. Badgley, M.D., of Ann Arbor, 
Michigan. Professor of Surgery, in charge of Ortho- 
pedics, University of Michigan; former President, 
American Academy of Orthopedic Surgeons. 





be ESTABLISHMENT of the Annual Murray S. 
Danforth Oration creates a living memorial 
which will grow to be of ever increasing value over 
the years. I greatly appreciate the honor extended 
to me to initiate these lectures. 

[ knew Murray Danforth personally, but not 
intimately. Yet, he played an important part in the 
development of our age group of the then younger 
orthopaedic surgeons. The stimulus, the drive, the 
motivation for clinical research was presented to 
us all by the clinical accomplishments gained from 
the keen observations of this eminent clinician. Un- 
attached to academic stimulus, remote from the 
research laboratories, he made profound funda- 
mental conclusions from his clinical studies. 

His correlation of the clinical findings in sciatica 
with the anatomical facts led to the true concept of 
the localization of the etiology of the syndrome. The 
later discovery of the ruptured nucleus pulposus 
only serves to verify the importance of this study. 
His clinical skepticism of the cures for apparent 
tuberculosis of the hip joint seen in his early days 
in Providence led him later to the outstanding con- 
tribution for the treatment of Legg-Calvé-Perthes 
disease. 

It is fitting, therefore, to select a clinical study 
for this first Murray S. Danforth lecture. Title: 
Some Problems in the Treatment of Traumatic 
Dislocation of the Hip. 

Traumatic dislocation of the hip has interested 
surgeons from the beginning of the history of medi- 
cine. Originally, the simple traumatic dislocations 
were the primary subjects of discussion, Autopsy 
studies and anatomical experiments in the early 
days were the prime factors in analyzing these 
*Presented at Rhode Island Hospital, Providence, Rhode 
_Island, November 7, 1957. 

Credit to William J. West, M.D., for aid in obtaining clini- 
cai material and organization is here extended. 


problems. The classical work of Bigelow, Allis, 
Stimson and others, remains as important today as 
in their own day. 

In more recent years, traumatic dislocation of 
the hip has become an increasing surgical problem. 
The advent of the machine age with the high speed 
of travel and the resultant multiplicity of automo- 
bile and tractor accidents has led, not only to a 
marked increase in the frequency of dislocation, 
but in the accompanying extensive multiple injuries. 
Although the simple dislocations of today are still 
rare, the fracture dislocations are relatively com- 
mon. 

Recent reports in the literature dealing with one 
hundred or more cases from various clinics testify 
to the frequency of the lesion. In our own experi- 
ence covering three hospitals in suburban Detroit 
area, The University Hospital and St. Joseph 
Mercy Hospital in Ann Arbor and the Wayne 
County General Hospital for greater Detroit, over 
115 cases were seen and treated in five years. 

In the past thirty-eight years, we have been par- 
ticularly interested in traumatic dislocation of the 
hip. Some of the interesting phases of the problem 
of the traumatic dislocation of the hip will be dis- 
cussed from our own clinical experience. 

The development of surgery of the hip joint and 
the great aid of visualization established by the 
roentgenogram has added appreciably to the knowl- 
edge of the true pathology of the lesion. The test of 
time has been a great factor in the recognition of 
the choice of therapy to utilize. 


Classification 
The ancients were content to use a simple classifi- 
cation based upon the anatomical position of the 
displaced head of the femur. 


CHART I 
Anatomical Class of Dislocations 
I. Anterior 
(A ) Inguinal or pubic 
(B) Obturator 
II. Inferior 


III. Posterior 
continued on next page 
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(A) Ischial 
(B) Iliac 
IV. Central or intra-acetabular 
These dislocations are not complicated by other 
injuries but are actually true dislocations. 
Although very useful in this rare group of simple 
dislocations, Chart II is essential today with the 
increased magnitude of damage. The primary rea- 
son for the anatomical classification was for the 
purpose of determining the proper methods of re- 
duction. The characteristic deformities of dis- 
located limb were the chief method of determining 
which anatomical displacement the dislocation had 
assumed. The reduction was then attempted ac- 
cordingly. 
CHART II 
Pathology of Dislocations 
Simple—no fractures or nerve injury 
Dislocation with fracture of the acetabular 
rim 
(A) Minor | 
(B) Major J 
Central acetabular fragments 
Fracture dislocation of head of femur 
(A) Foveal fractures 
(B) Cervical fractures 
(C) Comminuted head fractures 
(D) Dislocation with fracture of neck, 
trochanteric or shaft of femur 


Fragments 


Today, the roentgenogram automatically demon- 
strates the dislocation and allows readily the diag- 
noses which enable us to properly classify the type 
of dislocation and the accompanying complications. 
Growing experience has clarified more and more 
the best method of treatment for the various com- 
plications and dislocations. 


Apparent Traumatic Dislocation of the Hip 
in Infancy 
It is probably worthwhile to accentuate that the 
roentgenogram is still not always the certain 
method of distinguishing the dislocations. We have 
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accumulated about six cases of trauma at birth, 
usually associated with a history of a breech deliy- 
ery with version and extraction or some other type 
of difficult labor. The doctor feels the hip displace. 
The roentgenogram, however, shows no evidence of 
fracture of the femur, but there is a definite upper 
and lateral displacement of the ossified proximal 
diaphysis of the femoral shaft which, to the un- 
aware, is diagnostic of dislocation of the hip. X rays 
taken two weeks later, however, show the charac- 
teristic diagnostic sign of this lesion so well recog- 
nized many years ago by Truesdell. Extensive 
calcification and ossification form like a mushroom 
over the end of the femur. This ossification is 
characteristic not of a dislocation, but, rather, of a 
displacement of the upper cartilaginous portion of 
the head, neck and trochanters of the infant femur 
at the diaphyseal junction. Even with as bad a 
deformity as the roentgenogram demonstrates, 
usually a normal development of the hip will result. 
In this case, at five years of age, the X ray shows 
essentially a normal hip. In one of our cases, how- 
ever, at eighteen months of age, the hip now has 
the appearance of a coxa vara congenital type. This 
may be ultimately completely corrected. 

Thus, the knowledge of the potential for a car- 
tilaginous detachment of the entire upper end of 
the femur from the diaphysis with the diagnostic 
sign of extensive ossification ten to fourteen days 
later and the strong probability of complete spon- 
taneous repair has great significance. The diagnosis 
of traumatic dislocation of.the hip can be denied. 
The prognosis presented is favorable. 


Epiphyseal Separation Associated with 
Dislocation of the Head of the Femur in Children 


We have accumulated over the years a series-of 
four cases in children and one adult with retarded 
epiphyseal closure. In addition to a dislocation of 
the hip with marked backward displacement of the 
head, there has developed an epiphyseal separation 
of the femoral head. The neck of the femur is in 
every case in or near the acetabulum, the displaced 


FIGURES la, 1b, Ic 
a. Newborn infant. Apparent dislocation of hip, traumatic or breech delivery. Diaphysis rides high. 


b. Fourteen days after birth demonstrates the excessive ossification about the superior diaphysis of the femur. 
This is diagnostic of a separation of the cartilaginous upper end of femur at the diaphyseal junction. 


c. Same case five years later. Spontaneous recovery with normal hip. 
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head is markedly posterior to the acetabulum. 
There is little in the literature concerning this 
epiphyseal separation associated with dislocation 
of the hip. Funston reported a twelve-year-old boy 
with just such a picture. Successful restoration of 
the head of the femur to the neck by means of an 
ivory peg and then reduction of the dislocation was 
followed later by an aseptic necrosis of the head. 


Case Report 
L.B., age fifteen. March, 1948. A 400-pound bale 
of hay fell sixteen feet over lateral aspect right 
thigh. The X rays show the upper and posterior 
displacement of the completely separated upper 
femoral epiphysis with the neck riding in the ace- 
tabulum. The lateral view of the pelvis shows 
clearly the marked posterior position of the freed 
and displaced head. Open operation with replace- 
ment of the head and fixation to the neck by Smith- 
Peterson nail associated with reduction, held the 
displaced head in position, but aseptic necrosis 
developed rapidly with malformation of the head 

and marked fixation of the hip. 


Case Report 
eee . December, 1952. This boy was 
run over by a tractor, suffering a very severe injury 
to the hip. The deformity is best illustrated by the 
lateral roentgenogram of the pelvis which demon- 
strates the extensive displacement of the head pos- 
teriorly. The neck points into the acetabulum. 


Case Report 
C.R., age two and one-half. This boy was run 
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over by a loaded hay wagon and presented an iden- 
tical roentgenogram. A colored photograph taken 
at the time of operation clearly shows the marked 
posterior position of the freely separated head of 
the femur. The neck is in the acetabulum. 

These cases demonstrate that this type of lesion 
occurs only in children who have received an un- 
usual forceful injury. 

The pathology produced by such a tremendous 
force is not only skeletal as we have described, but 
there is extensive tearing of the capsule posteriorly 
with damage to the main circulation of the hip. 
The ligamentum teres is torn from the head. Thus, 
all blood supply of the head is severely damaged. 
Every reported case treated by fixation of the 
head with reduction of the dislocation, has under- 
gone almost complete loss of the head by aseptic 
necrosis. 

Experimental evidence by Harris with forceful 
dislocation and epiphyseal separation in animals 
shows that the epiphyses will survive if the epiphy- 
seal line is obliterated so that the vascularity can be 
established from diaphyseal bone to epiphyseal 
bone. I don’t believe this has been tried clinically, 
but is worth trying. 


Anatomical Class of Dislocation 


Dislocations of the hip in the adult without frac- 
ture or severe nerve damage are regarded as simple 
dislocations. These are the types of dislocations 
referred to primarily in the ancient literature. They 
still occur infrequently. The roentgenogram, today, 
allows ready recognition of the type of lesion. Re- 


duction under anesthesia, particularly if spinal 
continued on next page 


FIGURES 2a, 2b, 2c 
a. Head of femur. Dislocation of the hip with an epiphyseal separation, neck apparently in the acetabulum. 
b. Lateral of pelvis illustrates beautifully the displaced head against the sacrum, neck in the acetabulum. 
c. Neck free of periosteum or soft tissue and in acetabulum. Freely stripped ilium in top of picture. White head 


below ilium. 
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FIGURES 3a, 3b, 3c 
a. Obturator dislocation. There is a very minimal fracture fragment with the head which remained in the 
obturator foramen after reduction. So it was regarded as a simple dislocation rather than fracture of head. The 
lateral view of the pelvis shows the anterior obturator dislocation beautifully and the vacant acetabulum. 


b. Demonstrates a sub-acetabular dislocation. 
c. Posterior ischial dislocation. 


anesthesia is available, is, today, relatively easy. 
The reduction with hip flexion, using the adductor 
tubercle as a guide of the location of the head is 
the keynote in reduction. There are, however, 
definite reasons for difficulty in the reduction of 
these simple dislocations. We, therefore, usually 
are prepared to do an open reduction if there is 
difficulty in the closed procedure. This policy of 
open operation has shown the following three ob- 
stacles to reduction : 


SPLIT IN CAPSULE . 


(BUTTON HOLE EFFECT) ENTRANCE OF HEAD 


GLENOID LABRUM DETACHED, BLOCKING 
INTO ACETABULUM 


cussed or described to our knowledge. We have 

found this structure frequently damaged much as 

the similar glenoid labrum of the shoulder is 
injured in shoulder dislocations. 

On one occasion, the head of the femur had dis- 
located between an intact but partial detachment of 
half of the glenoid labrum from the acetabular rim 
and the ilium. Any manipulative attempt held the 
head locked more securely in position by the taut- 
ness of this structure. Only by cutting away the 


GLENOID LABRUM DETACHED, 
~ENCIRCLING HEAD OF FEMUR 


FIGURE 4 


1. The dislocation of the head through a split 
in the capsule so that the head is buttonholed out, 
and the capsule wraps itself tightly around the 
neck has been described many years ago. Under 
open operation and inspection, the manipulation 
tightens the capsule about the neck so the head 
is locked outside and reduction is impossible un- 
less the head can be returned into the capsule by 
cutting the capsule sufficiently to free the head 
and neck. 

2. The damage to the glenoid labrum in trau- 
matic dislocation of the hip has not been dis- 


detached glenoid labrum could reduction be done 
even under open observation. 

In another case, the glenoid labrum had been torn 
from the acetabular rim, but the head was freely 
dislocated posteriorly. Reduction was blocked by 
the detached portion of the glenoid labrum dis- 
placed directly across the acetabulum. Here again, 
the detached glenoid labrum was removed before 
reduction could be made. 

3. Other soft tissue obstructions to reduction 
of the simple dislocations have been recorded. 

The sciatic nerve rarely may be displaced ante- 
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riorly to the head. This must be a rare lesion as 
we knowingly have encountered it only once in 
all these years. Extensive motor and sensory 
damage following manipulation would, of course, 
result to the areas supplied by the sciatic nerve. 


Examples of the Simple Traumatic Dislocation 
of the Hip 

CASE: Nendorf, W.G.H. #46897. This patient 
illustrates an anterior obturator type of dislocation. 
There is a minimal fracture of the head. The roent- 
genograms demonstrate the great value of a lateral 
view of the pelvis in the obvious absence of the 
head in the acetabulum and localizing the displaced 
head below and anterior to it. 

CASE: Hohn, UM #256352. This case presents 
an unusual sub-glenoid rim displacement ante- 
riorly. 

CASE: Navarro, UM #660623. This case pre- 
sents a posterior dislocation of the head, but still 
on the rim of the acetabulum. ( Post-ischiatic type ?) 


FIGURE 6b 
The rare bilateral dislocation with obturator disloca- 
tion on the right. Fracture dislocation head of femur. 
Posterior iliac dislocation. 


Foust, UM #599304. This case presents the un- 
usual picture of a bilateral dislocation of the hips 
with an anterior obturator dislocation of the right 
hip and a posterior dislocation of the left hip with 
a large fragment of the head remaining in the 
socket. This severe bilateral lesion was the result 
of a load of wood in a small truck crushing him 
forward when he went into a ditch with his car. 
The hips were readily reduced, but a vitallium cup 
arthroplasty was later performed on the fracture 
dislocation side without too great success. 

a 


Aseptic Necrosis 
The simple dislocations of the hip do not present 
much of a problem in reduction today. If a closed 
reduction is not successful, an open reduction is 
easily obtained. The chief complications of a simple 
dislocation, however, must be feared for many 
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years. Aseptic necrosis may occur in a few months 
or may not present symptoms for several years 
after injury. Every reduced dislocated hip should be 
carefully watched by check-up clinical and roentgen 
examinations to make certain this lesion is not de- 
veloping. We have these patients return every three 
months the first year and annually for several years 
for check-up. Early recognition of the lesion might 
prevent collapse of the head if the head is protected 
by non-weight-bearing until new bone has a chance 
to replace the avascular bone. 


FIGURE 5b 
Aseptic necrosis from simple dislocation at age fifteen. 
Non-weight-bearing for a year after symptoms devel- 
oped. Now has coxa malum, loose body under head, 
degenerative arthritis. Fourteen years later, age twenty- 
nine. 


CASE: Newman, UM #868370, age fifteen, was 
first seen in 1947, with a definitely established asep- 
tic necrosis of the hip following a simple dislocation 
a year before. He was placed on non-weight-bearing 
for over a year. Since then, he has had relative 
freedom from pain and discomfort until recently. 
In April of 1957, he had minimal pain and dis- 
comfort in the hip with limitation of motion, but 
is now getting about unaided with fair comfort. 
The roentgenograms in 1947, show the typical de- 
pression in the weight-bearing area of the head with 
narrowing of joint space and proliferation of bone 
at the head and neck junction. The 1957 roentgeno- 
grams show a suggestion of a loose body, a coxa 
magnum development with diminished joint space 
which is quite akin to an old Perthes disease. He 
is still too free from pain to advise surgical therapy. 


FIGURE 5a 


McCowan, aseptic necrosis. Badgley fusion with 
Badgley blade plate fixation. 


CASE: McCowan, age thirty-two, UM #560454. 
Simple dislocation, 1950. Aseptic necrosis, 1953. 
This case, on the other hand, presents a typical 


aseptic necrosis with areas of marked density and 
continued on next page 
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cystic-like areas associated with marked loss of 
joint space. Shenton’s line is broken. This case was 
treated by a method of fusion for the hip which we 
have utilized satisfactorily for years. An intra- 
articular excision of the cartilage to normal bleed- 
ing bone is performed. The replaced head is then 
fixed securely in the acetabulum by the Blade Plate. 
The ilium is split anteriorly and the crest of the 
ilium utilized as a bone graft, lies snugly within the 
split ilium and a groove in the neck and shaft of the 
femur. This technique is described in Campbell's 
Surgery. 

The frequency of aseptic necrosis after a dis- 
location of the hip is difficult to state accurately. It 
is a frequent complication, however. Reports vary 
from 20% to 50%. It seems definite that the earlier 
a reduction of a dislocated hip has been obtained, 
the less chance there is of an aseptic necrosis. We 
cannot subscribe to the teaching of a prolonged 
period of non-weight bearing to prevent aseptic 
necrosis. Rather, we feel that weight-bearing can 
be established in reduced simple dislocations after 
four to six weeks, but three month roentgenogram 
check-ups are necessary. At the first indication of a 
development of aseptic necrosis, non weight bear- 
ing should then be instituted. Early bone graft to 
improve the circulation of the head is still an ex- 
perimental, unproved procedure. 


Dislocations Associated with Fractures 

It is of value to classify the dislocations asso- 
ciated with fracture into various groups as an aid 
in clarification of these complicated injuries. By 
following the end results of various forms of ther- 
apy employed in these groups, we may come to more 
satisfactory methods of treatment of the individual 
fracture dislocation. Quite recently, Epstein made 
an extensive study of the fracture dislocations in 
these groups. He has concluded surgery is advisable 
early and much more frequently in the fractures of 
the head of the femur than has been recognized in 
the past. 

Dislocation associated with a fracture of the 
acetabular rim is a very common type of injury 
today. It is chiefly the product of the automobile 
with the flexed hip pushing directly backward on 
the acetabulum as kinetic energy thrusts the trunk 
and pelvis forward. 

Experience shows it is essential to emphasize the 
following features in this complicated lesion of the 
acetabular rim. 

1. Importance of the glenoid labrum 

2. The value of the pelvic lateral roentgenogram 

3. Reduction by manipulation and maintained by 

skeletal traction 
(A) Return of the acetabular fragment 
(B) Fragment not returned satisfactorily 
Recurrence of dislocation 
Operative reduction and fixation 


4 
5. 
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6. Sciatic nerve involvement 

7. Aseptic necrosis. Traumatic arthritis 

The glenoid labrum or the cotyloid ligamen: of 
the acetabulum is a structure that has been ignored 
clinically. Yet, it is a very important structure, 
Especially is this so in infancy when at least hal{ of 
the head of the femur is covered by this ligament. 
The ligament serves an important part in protect- 
ing the head from the capsule at the acetabular rim 
and must be of importance in the relationship of the 
synovial fluid gliding mechanism between the two 
cartilaginous surfaces of the head of the femur and 
the acetabulum. 

This ligament is, of course, vulnerable to trauma 
and can be torn from the rim of the acetabulum as 
can its counterpart in the shoulder joint. 





FIGURE 7c 
This represents the case who never had a dislocation. 
The acetabular rim is fractured and rotated outward. 
The glenoid labrum and ligamentum teres must be in- 
tact. 


Figure 7C demonstrates the strength of the 
glenoid ligament where a fracture of the posterior 
acetabulum has occurred with displacement of the 
posterior bony acetabular wall without a resultant 
dislocation of the hip. The only structure which 
could maintain this stability of the hip is the glenoid 
labrum. The ligamentum teres must also have re- 
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mained intact. I believe that we can, in the near 
future, show evidence that the ligamentum teres 
and the glenoid labrum are the same structure with 
their origin intra-articular akin to the biceps ten- 
don and the glenoid labrum of the shoulder. The 
stability of these structures are of importance in 
prevention of dislocation. 

Both these structures, however, are torn with the 
fracture of the acetabular rim associated with pos- 
terior displacement of the head. In this common, 
but severely traumatic dislocation, there is usually 
a marked tearing of the capsular tissue with the 
rim of the acetabulum to allow the posterior frag- 
ment to be displaced markedly posteriorly with and 
preceding the head. The displacement is poorly 
seen by the usual roentgenogram technique for hip 
examination. The patient should lie on the injured 
hip on the film and the projection is a true lateral 
of the pelvis. Figure 2B has already shown this 
technique. Not infrequently, large clinics have pa- 
tients referred to them months after injury with 
persistent posterior dislocation, although treated by 
reduction and maintained by traction supposedly, 
the head had dropped posteriorly out of the socket. 
The superficial examination of the acetabulum by 
X ray shows the head apparently in the socket 
although a keen observer could readily recognize 
the signs of dislocation; Shenton’s line slightly 
broken, obliteration of joint space, high riding head. 





FIGURE 6a 
Three-month-old posterior acetabular rim fracture 
dislocation previously regarded as a successful reduction. 
Shenton’s line is broken. 


Figure 6A (Brown). Shows one of quite a few 
cases we have had in this category. Three months 
of false security of reduction. We know that aseptic 
necrosis, traumatic arthritis occur in increasing 
frequency to the time elapsed since the dislocation. 
An arthrodesis of this hip was necessary. 

CASE: Doctor C., seen recently, demonstrates 
this catastrophe well even though an attempt at 
screw fixation of the acetabular fragment was 
made last fall. 

The posterior rim fracture dislocation of the hip 
is usually readily reduced by manipulation under 
anesthesia by reversing the method by which it is 
produced. Flexion of the hip to 90°, then strong 
pull directly perpendicular to the pelvis pulls the 


head readily through the rim fracture of the ace- 
tabulum into the socket. Extension of the hip then 
usually maintains a fairly secure reduction. In 
flexion, again, however, the head can easily dis- 
locate directly out of the same void made by the 
rim fracture. 
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FIGURES 8a and 8b 

a. Black and white reproduction of colored photo- 
graph demonstrating King and Richard approach at 
operation. Single hook is pulling posterior acetabular 
rim and capsule tear downward. Sciatic nerve retracted 
by rubber drain. 


b. On replacing rim fragment and the capsule, the 
proximity of the fragment to the sciatic nerve is obvious. 


This frequency for recurrence of the dislocation 
led King to advocate the operative reduction by a 
posterior approach protecting the sciatic nerve, 
replacing the fragment of the rim and if a suitable 
fragment securing accurately in place by vitallim 
screws, suture of the torn capsule and the soft tissue 
displacement to restore its integrity is carried out. 

The black prints of the colored photographs 
demonstrate clearly the mechanism of the displace- 
ment of the rim fragment and the head and the tear 
of the capsule. Also, the close relationship of the 
fragment and the sciatic nerve. 

Frequently, the sciatic nerve is damaged mildly 
or severely in this type of dislocation. 

Figures 7A and 7B illustrate the importance of 
recognizing a developing sciatic nerve pressure 
after reduction and traction when there was no 
sign nor symptom of involvement of the nerve prior 
to reduction. This almost inevitably is the result of 
pressure of the fragment of the rim on the sciatic 
nerve. Immediate open reduction after the manner 
of King and Richards is advised. Proper replace- 
ment and fixation of the fragment to the acetabulum 
can be done accurately and securely if the fragment 
is large enough. If too small, the capsule is sutured 
securely in place after removal of the bone frag- 
ments. Bone fragments in the acetabulum and the 
ligamentum teres should be removed. 

Aseptic necrosis can and does develop in these 
cases even after accurate surgery. The vascular le- 
sion is, of course, much more apt to occur in those 

continued on next page 





FIGURES 7a and 7b 

a. Posterior dislocation of hip with large posterior rim 
fragment easily recognized. 

b. Pressure on sciatic nerve by the displaced rim frag- 
ment. Patient developed increasing sciatic nerve signs 
following skeletal traction. Immediate operation, relief 
of pressure and recovery fully of nerve function. 


cases not immediately reduced. It is, however, an 
accident due to vascular damage which might be 
severe enough from the original trauma alone. 
Our criterion for operation in this group of cases 
is simply expressed. If there are evidences of bone 
fragments in the acetabulum, fracture of the head 
of the femur, sciatic symptoms, easy reduction and 
easy displacement with a large posterior fragment, 
we would advise open reduction after the method 
of King and Richards. If there is no evidence of 
complication, and the acetabular fragment comes 
back into satisfactory position after the reduction 
and traction, we are inclined to delay operation and 
follow the hip with the patient in Russell’s skeletal 
traction. Lateral pelvic roentgenograms are used 
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to make certain that reduction is maintained. The 
posterior fragment is usually well shown in these 
cases. 

Although successful reduction is achieved jn a 
high percentage of the cases, the ultimate end 
result must be given a most guarded prognosis. It 
is not unusual for these hips to eventuate into a 
degenerative arthritis, or to develop the more ser- 
ious vascular fault, aseptic necrosis of the head, 
It is well to attempt to establish an acetabular struc- 
ture which will allow a successful arthroplasty if 
needed later. Otherwise, the resultant painful hip 
which occurs in a number of these cases will have 
to be treated with a fusion procedure. 

Central Acetabular Dislocation, that is intra- 
pelvic displacement of the head, is fortunately a 
relatively rare dislocation. Case No. Ament 9a-9b 
illustrates this lesion. Attempts to correct this de- 
formity were prevented by other severe complica- 
tions. The prognosis was very poor. It will be seen, 
however, that there has been progressive intra- 
pelvic displacement of the head and neck, but the 
patient is quite free from serious pain and discom- 
fort. He walks unaided, attends his business and 
really is quite content. 

There is a great deal of question as to how much 
the surgeon should attempt to correct this bursting 
dislocation with thin fragments not conducive to 
repair. In our experience, the end results treated 
by traction alone in spite of marked deformities 
noted by roentgenograms eventuate with better end 
results than after heroic surgical measures. 


Fracture Dislocation of the Head of the Femur 
Fracture dislocation of the head of the femur is a 
different situation, however. Here there is so much 
damage to the head by direct trauma as well as vas- 


FIGURES 9a and 9b 


a. Ament (7/19/51), intra-pelvic acetabular dislocation. 


b. Ament (7/18/57), free relatively painless motion. More marked intra-pelvic displacement. Patient gets around 


surprisingly well. 
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FIGURES 10a and 10b 
a. Fracture of the lower half of the head of the femur 
with a posterior dislocation of the hip. 
b. Primary cup arthroplasty. Myositis ossificans has 
developed without appreciable damage. 


cular damage from the severity of the trauma that 
the end results of closed manipulation even though 
the reduction was successful at the time are not 
good, Time and study of end results have led us 
to a complete agreement with a recent unpublished 
paper by Epstein that open reduction of this com- 
plicated fracture should be carefully considered. 
The roentgenogram does not show always the full 
extent of the lesion. Not infrequently, fragments 
of the head or of the rim are in the acetabulum 
which later lead almost inevitably to a painful hip. 

It is not unusual for the individual with a frac- 
ture of the head of the femur associated with the 
dislocation to have, as well, a fracture of the acetab- 
ular rim. Such a case should surely be operated. 
Large fragments of the head, fragments of the 
weight-bearing portion of the head should invari- 
ably be operated. 


Early operation with a primary cup arthroplasty 
has been extremely satisfactory in several of our 
cases. Miller of Seattle has an almost perfect result 
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of a primary cup arthroplasty for this type of lesion. 
Recently, Lipscomb of the Mayo Clinic reported a 
small series of successful results by this primary 
surgical procedure. We also have a few excellent 
results. 

Dislocation of the hip associated with fractures 
of the neck of the femur, or intertrochanteric, 
subtrochanteric, or shaft fracture of the femur, 
are no longer rare lesions, but occur with an increas- 
ing frequency. The old concept of attempts at closed 
reduction of the dislocation and then treatment of 
the fractures are no longer essentially necessary. 
Today, one does not need to vacillate in the pres- 
ence of such severe lesions. Early operation, early 
reduction and internal fixation of the fractures is 
the form of therapy most apt to result successfully. 
This is particularly true in the fractures of the hip 
joint. The fractures of the subtrochanteric area and 
the shaft of the femur can be treated by open pro- 
cedures. The reduction of the hip may be made by 
manipulation of the upper fragment by bone for- 
ceps or combined with blade plate fixation or even 
intramedullary fixation for the shaft fracture. It 
is certainly important if the dislocation is simple to 
reduce it as quickly as possible. If the dislocation 
belongs in one of the fracture groups, the chance of 
a painless hip is less but still we should strive for 
as near a normal result as possible. 


I advocate, therefore, early operation if neces- 
sary to obtain a reduction of the dislocation. 


Figure 11 demonstrates the various types of 
fractures. 

The fracture dislocation may be so extensive 
as occurred in Case Stem that there is grave 
danger of avascular necrosis associated with non- 
union. In this case, the treatment was chosen akin 
to that used to prevent aseptic necrosis of the talus 


in fracture displacement of the neck of the talus. 
continued on next page 


FIGURE lla 
Left. Solid fusion. Blade plate fixation. Blade has traveled outward. Center. Severe fracture dislocation hip with 


fracture neck and subtrochanteric. 


Right. Post-fusion operation with blade plate fixation in accurate place. 





FIGURE 11b 

Dislocation with intertrochanteric fracture fixed with 

blade plate. 
Here, a fusion by the triple arthrodesis is done to 
re-vascularize early the talar bone to maintain ankle 
function. Arthrodesis of the hip, Badgley Blade 
Plate was performed. . 

In this fracture dislocation with fracture of the 
neck and subtrochanteric fracture, reduction was 
obtained. The cartilage of the head and acetabulum 
was removed, the blade plate was utilized to com- 
pletely fix the multiple fractures and to fix the head 
of the femur securely into the prepared bed in the 
acetabulum. Fortunately, a solid bony fusion with 
healing of the two main fragments resulted. 

Case, Weinschenk, age thirty-eight, illustrates 
a very badly fractured head and neck of the femur 
and dislocated. This patient had, as is so com- 
mon today, multiple fractures such as both clav- 
icles, a number of ribs on both sides of the thor- 
acic cage and, in addition, a serious factor was 
an extensive comminuted fracture of the patella. 
It was essential to enable him to have motion of the 
knee because we did not know what the end result of 
the hip would be. Therefore, two weeks after his 
injury when his condition warranted, we excised 
the patella and sutured the quadricep tendon and 
patellar tendon together. The great difficulty in get- 
ting knee motion made it necessary for us to use a 
Thompson prosthesis for the badly fractured head 


FIGURE 12 
Multiple injuries; clavicles, ribs both sides, commi- 
nuted fracture patella. 
Dislocation hip, comminuted fracture head of femur 
and fracture of neck. 
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and neck of the femur. The end result of this t!.er- 
apy has been excellent. For four years, he has heen 
at work as a truck driver without protection of hiis 
leg. He walks and acts perfectly normal. His aico- 
holism has been cured as well. 


As a rule, we do not favor prosthesis, but in 
this instance, it was the lesser of the prevailing 
evils. 


FIGURES 13a and 13b 
a. Kukla — recurrent simple posterior dislocation left 
hip without rim fracture. 


b. Black and white reproduction of colored photo- 
graph. Shows break in the glenoid labrum, compression 
fracture of head from acetabular rim, torn ligamentum 
teres, no capsule above the rim of acetabulum, at 
operation. 


Recurrent Dislocation of the Hip 

Eight years ago, through the courtesy of Neil 
Moore of Bay City, Michigan, I had the opportu- 
nity to see a patient (Figure 13), which he referred 
to me as a recurrent dislocation of the hip. The 
original lesion was primarily a simple posterior 
dislocation easily reduced. Some months later, the 
patient complained of pain and discomfort with a 
sense of displacement and spontaneous return of 
the head of the left femur. The patient was entered 
in our clinic, examined and the roentgenogram was 
reported as negative. He was about to be discharged 
when I examined him and found I could dislocate 
the hip readily by adduction flexion and posterior 
pushing of the femur. Roentgenograms in this posi- 
tion demonstrated an actual outer displacement of 
the head. 

We did an open operation and found as the block 
print of the colored photograph demonstrates, an 
exact duplicate of what is so often seen in recurrent 
dislocation of the shoulder. The glenoid labrum 
was ruptured and degenerated from the rim of the 
acetabulum. There was a compression fracture of 
the head of the femur at the site of impaction on 
the rim of the acetabulum. There was a pocket in 
which the head could go where the capsule had been 
stripped with the soft tissues on the dorsal ilium. 
Because of the extensive cartilage changes, it was 
felt necessary to do an arthrodesis of the hip. This 
was done by the usual method with internal fixa- 
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tion by a Smith-Peterson nail. 

I consulted the literature and found scant men- 
tion in recent years. I discussed this type of recur- 
rent dislocation without fracture of the acetabular 
rim with my orthopaedic friends. The only one who 
had seen a similar case was Lipscomb of the Mayo 
Clinic. He has recently described this lesion in the 
literature. 


JUNE, 


CONCLUSIONS 

Simple dislocations are usually reducible by 
manipulative procedures. The chief complications 
may be sciatica, degenerative arthritis or aseptic 
necrosis of the head of the femur. 

The fracture dislocations are produced by much 
more severe trauma. There is greater potentiality 
of vascular damage. Multiple injuries, shock and 
other factors may delay reduction of the disloca- 
tion. Fractures of the rim of the acetabulum may 
well require operative reduction and fixation of the 
displaced fragment. Treatment as early as possible 
is essential to prevent avascular necrosis. 

Fractures of the head of the femur associated 
with the dislocation of the hip have such a poor 
chance of success that operation is definitely ad- 
vised if there are fragments left in the acetabulum, 
obstacles to reduction. Removal of fragments and 
the torn ligamentum teres may be sufficient or a 
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primary cup arthroplasty may be wise. 

Repair of fractures of the neck, subtrochanteric 
or shaft fractures requires usually operative reduc- 
tion and fixation. 

In conclusion, I have hurriedly and ineffectually 
reviewed a lifetime of interest in the clinical prob- 
lem of the traumatic dislocation of the hip. What 
has been presented here would have been of great 
value to me in my early days pioneering orthopaedic 
surgery at Ann Arbor. If any portion of my clinical 
experience proves helpful to those whose future 
will require knowledge of this tremendous problem, 
I shall be pleased. Particularly, if further interest 
and study in this relatively common lesion can be 
developed. 

I wish to thank the Rhode Island Hospital 
authorities, Doctor Burton and his staff who have 
been so courteous to me, and particularly, Mrs. 
Danforth, for the delightful New England cour- 
tesy, charm and hospitality. 
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A: RETIRING PRESIDENT it now becomes my duty 
to deliver the annual address to the Society. 

It seems clear that such an address, in addition 
to outlining the condition of the Society and com- 
menting on the activities of its committees, should 
deal with the important issues of the year. 

As time goes on the complexities of the practice 
of medicine multiply. Not only are we, as doctors, 
confronted with the necessity of keeping up with 
our scientific work, but more and more we are called 
upon to “raise our eyes” from the bedside and the 
operating table, and to give thought and to take 
action in matters pertaining to our relations with 
the public. 

Our Public Relations Committee is actively oc- 
cupied with lay education projects through press, 
radio, television, and the lecture platform. Our 
Legal Committee scans proposed laws and is looked 
to for advice from legislators. Our Cancer Com- 
mittee, our Diabetes Committee, our Child Health 
and Industrial Committees are active in promoting 
the public welfare. 

Our Grievance Committee piays a most impor- 
tant part in our relations with the public. 

Problems are constantly arising which require 
the earnest consideration of our committees, with 
action through our Council and House of Dele- 
gates. Our committees are all functioning well. 

Today, I should like to discuss with you what I 
consider the most important issue before us, the 
issue that seems at present to have the most far- 
reaching influence on the practice of medicine and 
surgery of the future. That is the increasing inter- 
vention of the so-called third party between the 
doctor and his patient. 

In order to understand the background of this 
*Presidential address delivered at the 147th Annual Meet- 


ing of the Rhode Island Medical Society, at the Medical 
Library, Providence, Rhode Island, May 14, 1958. 


situation, let us go back a bit and review what has 
happened and is happening in the medical field, with 
its resultant effect on the socio-economic area of 
our modern civilization. 

That great changes are taking place in all fields 
of human endeavor is very evident. Under the 
pressure of rapidly growing populations, made 
possible by the great discoveries in basic and applied 
sciences, followed by the development of the prin- 
ciples of sanitation, hygiene, and preventive medi- 
cine, the public demand for medical services has 
expanded in tremendous proportions. 

Safe water supply and sewage disposal, pasteur- 
ization of milk, refrigeration of food, vaccination 
and inoculation against disease, have made possible 
our large urban centers and the development of our 
huge industrial plants. Good health for the worker 
and his family has been increasingly recognized as 
essential to production by employers of labor and 
by the laborers themselves, through their leaders. 

Looking backward to the sources of better health 
and increased productive efficiency, resulting from 
scientific discovery, and looking forward to the 
prospect of even better benefits to be obtained 
through science in the years to come, the necessity 
of encouraging, educating, and supporting scien- 
tists is recognized as a must by all, if further prog- 
ress in fruitful living is to be attained. Research has 
become the watchword. 

Health education has grown through public 
health departments, where the efforts of such men 
as our own Charles V. Chapin have reaped rich 
rewards. In schools and colleges, in educational 
drives teaching the importance of public knowledge 
of the signs and symptoms of early disease and the 
value of a periodic check-up, through the educa- 
tional program of social workers and public health 
nurses, and through feature articles by science 
writers and reporters in the daily press, and in the 
periodicals, the public has been, and is increasingly 
being kept abreast of the latest in health news. 

The public has indeed become health-minded. 

All of these factors of basic and applied scien- 
tific research and public education have increased 
the demand for medical care until now it has been 
said that medical care ranks with food, clothing 
and shelter as a fundamental need of adequate, or 
even basic, living. 
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Great strain has been placed on the dispensers of 
medical care. Doctors’ offices are crowded not only 
with those actually sick, but with well persons who 
want annual or semi-annual check-ups as a means 
of early detection of disease. 

To meet these demands, more doctors, more and 
larger hospitals, and more bed capacity are needed. 
Small communities are being helped in construction 
of new hospitals by tax money, through the Hill- 
3urton Act of Congress. 

In the development of the large university-teach- 
ing type of hospital and the voluntary non-univer- 
sity-connected hospital of 500 beds or more, where 
all the specialties are represented, where resident 
and intern training programs are being carried out, 
a never-ending chain of advances has brought about 
the need of the so-called para-medical departments. 
Specialists in the dietary department, in the ac- 
counting departments and the drug department, 
personnel trained in the maintenance of blood vessel 
and bone banks, and of the blood bank, laboratory 
workers, electronics specialists, all have become 
necessary to the smooth functioning of the hospital 
in carrying out its services. Specialists in all of 
these departments must be trained and supervised. 
Schools of medical technology are a necessity. 
Graduate schools for education of hospital admin- 
istrators have been inaugurated in many of the large 
universities. 

With all that modern medicine has to offer it 
naturally follows that the costs will rise, as they 
have risen, with each new discovery, so that good 
medical care could well be out of reach of the low 
or middle income group on an individual paying 
basis. 

The high and rising cost of medical care began to 
be commented upon in the late 1920’s and early 
1930's. A committee to investigate the high cost of 
medical care was appointed. Some way had to be 
found to meet the costs for the low and middle-class 
groups. The idea of prepayment insurance was de- 
veloped, whereby through modest payments by 
groups, while well, hospital and doctor care could 
be assured when illness struck. In the form of the 
Blue Cross plan, 1938-39, prepayment insurance 
rapidly gained wide popular support across the 
country and proved a great boon to patients and a 
salvation to hospitals, paying a major part of their 
running expenses and allowing for expansion of 
their facilities. 

slue Shield plans were adopted by most of our 
states. In our state the Rhode Island Medical So- 
ciety Physicians Service has been widely subscribed 
to, offering full coverage for surgical fees to the low 
income group and indemnity payments to those in 
the higher income brackets. 

|_abor leaders, concerned with the health of their 
members and desiring that they receive good medi- 
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cal care, have negotiated for the so-called fringe 
benefits. Employers interested, from their own side, 
in keeping good labor on the job, have willingly 
gone along and provide prepaid insurance for their 
employees. Hospitals and clinics, plant physicians 
and nurses, are rendering health services, supported 
sometimes by welfare funds, sometimes by indus- 
try itself. 

The Veteran Administration hospitals accept for 
treatment, at government expense, veterans with 
non-service-connected illness or disability. 

The Congress has recognized the need to provide 
medical care to dependents of servicemen as a 
morale booster, and the Medicare Act is in force. 
The Forand Bill, and others like it introduced into 
Congress, is now under consideration, and would 
grant complete medical care to all social security 
subscribers over sixty-five years of age. 

All of these programs point out the tremendous 
importance attached by the public to medical care. 

With this introduction, one can more clearly see 
some of the reasons for the entrance of the lay or 
nonprofessional figure into the medical world. 
Doctors, busy with patients and with all the pro- 
fessional obligations of keeping up to date by at- 
tendance at staff and society meetings, both local, 
regional and national, have little or no time for, let 
alone experience or capability for running, such 
complicated organizations as modern hospitals and 
insurance companies, or for planning for their 
future expansion. 

The politician, the social worker, the welfare 
planner, the insurance carrier, have taken over be- 
cause they have recognized popular demands, being 
concerned with the large masses of people and 
understanding their needs through their own daily 
contacts. 

Now, where does the doctor stand in all this 
rapidly changing medical and socio-economic revo- 
lution ? 

How does it affect his entrance into medicine; 
how does it affect his progress through college, 
medical school, internship and residency ? 

What kind of man do the requirements of his 
responsible position require, and how can education 
help him attain stature ? 

What are the rewards that he can look forward 
to in compensation for his long and expensive years 
of training, and how can the integrity and freedom 
of his thought and action best be maintained? He 
will receive his spiritual reward in the service for 
his fellow man. Should he look forward to obtain- 
ing his financial reward on the time honored fee- 
for-service basis, where patient and physician ar- 
rive at a mutually acceptable charge, taking into 
account the patient’s right of free choice of doctor, 
and the doctor’s right to charge in accordance with 


his recognized competence and years of experience, 
concluded on next page 
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exercising those qualities of compassion and char- 
ity toward the underprivileged which have always 
characterized him? Or should he be regulated in 
his charges by a third party, be it an insurance 
company, his own Blue Shield Plan, a labor union 
health and welfare fund, or government, as seen 
in the Medicare program or other government pro- 
grams patterned on the Medicare full coverage 
provision ? 

In answer to the medical education and training 
question, one can say that modern medicine, in this 
ultra-scientific age, first calls for a well-rounded 
college course of four years during which modern 
educators are urging some devotion to the liberal 
arts and humanities, with emphasis on language, 
for the doctor should have facility in speaking and 
writing if he would make himself effective. He 
should be a well-rounded man. 

In the college years one should have opportunity 
to develop powers of critical judgment and appre- 
ciation of art, history and literature. They are 
necessary. The opportunity to study under the de- 
voted teachers will never come again. 

Next come four years in medical school, where 
the basic and applied sciences are pursued and cor- 
related with clinical practice ; four years of intense 
application to gain the rudiments of knowledge 
needed to go into hospital internship for another 
two years, where the patient is studied, and where 
all means of diagnosis and indicated treatment are 
learned. A fter the internship come the four years of 
specialization, known as the residency. Now the re- 
sponsibility increases. Teaching students, nurses, 
and junior interns becomes part of the job. Major 
surgical procedures are undertaken and the details 
of surgical technic, with pre- and postoperative 
care learned. 

Finally, the two years obligatory with the armed 
forces finishes the education of the surgeon, and he 
is ready to start at the bottom of the hospital staff, 
if he can make a good connection. 

Sixteen years have passed, a large investment in 
time and money, on which an adequate return would 
seem necessary if future doctors in the making are 
to be encouraged to enter the medical field. 

In view of the above, it is small wonder to me 
that doctors should be and are concerned, when 
they see in motion influences that would deprive 
them of their right to the kind of living standard 
expected of them, as experienced and skillful mem- 
bers of the community, as men of dignity and 
worth. But, the issue is more than how much money 
this doctor makes or can make; that will be deter- 
mined by how long and hard he wants to work, or 
how much stamina and sound health he has. The 
issue of the fee-for-service without intervention of 
the third party with its fixed-fee schedule, is that 
where the fee-for-service is in force, and where 
there is free choice of physician or surgeon, better 
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patient care will result. For when the bond between 
patient and doctor is close, and if there exists good 
understanding, as is the normal case, better fecling 
regarding financial arrangements is bound to exist, 
the patient being allowed to realize his obligations 
on his own responsibility, and the doctor not being 
irked by having to accept a fee forced upon lim, 
regardless of circumstances, by a third party. 

In conclusion may I say that it is my hope that in 
the new negotiations with our Physicians Service 
directors a plan can be adopted that will realistically 
reflect our earnest desire to be of help to the people 
of this community, maintaining at the same time 
our own sense of worth based on our training, 
skill, and willingness to work hard and give the best 
medical care to our patients. 

The Rhode Island Medical Society has rightly, I 
believe, through its officers, Council, and House of 
Delegates, taken a stand against third party inter- 
vention between patient and doctor. 

My studies and experience during the past year 
as your president, my meditations as expressed 
above, have strengthened my beliefs in these 
matters. 

If these words have helped to clarify your 
thoughts, or to rationalize the position of the doctor- 
patient-public relationships in these changing times, 
I shall feel rewarded. 
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T: IS IS A CASE REPORT on the treatment of plum- 
bism which responded well to Versenate (trade- 
mark of the Dow Chemical Company for calcium 
disodium ethylenediamine-tetra-acetic acid — 
EDTA). Its efficacy in acute and chronic lead 
poisoning has been verified in many areas of the 
country. 


Case Report 


S.A.B., a two-year-old infant female, was the 
first-born child of an unmarried colored woman. 
For the two months prior to admission the baby 
had shown evidence of pica of a moderate degree 
and was known to have chewed paint from the walls 
of a closet. For nearly three weeks preceding ad- 
mission the child had been vomiting both in the 
morning and evening with increasing severity. The 
bouts of emesis were associated with the breakfast 
and supper meals. She had been treated at the Pedi- 
atric OPD with vitamins and tincture of belladonna 


without improvement. Three days prior to admis- 
sion the infant had become increasingly drowsy and 
lethargic. The Pediatric OPD advised hospitaliza- 
tion, 

The past history revealed a normal, full-term 
baby, birth weight 614 lbs. Vertex presentation 
with a forceps delivery. Normal development. 

Physical Examination: T—98.6 orally. R—20. 
P—100 regular. Height—2 feet 614 inches. Weight 
20% Ibs. 

Examination revealed an infant appearing much 
younger than her stated age of two years. There 
was distinct pallor of the mucous membranes of the 
mouth, and the conjunctivae were pale. The eyes 
showed a strabismus convergens and an alternat- 
ing esotropia, preferring the right eye. The discs, 
macula, and retinal pattern were normal. The fon- 
tanelles were closed. No gingival lead line was 
visualized. 

There was a soft, systolic murmur at the apex 
and to the left of the sternum. The lungs were clear 
to auscultation and percussion. 

The neurological examination was within nor- 
mal limits except for some mental apathy. There 
was a questionable lead line circumferentially 
placed around the anal mucosa. 


Laboratory 
BLOOD 


Het. RBC WBC 


Polys. 


Lym. Eos. Description 





11,400 


30 2 Many cells with basophilic 


stippling hypochromia 


Sickle cell preparation showed no immediate sickling and none at 12 and 24 hours. 


31 4.50 9,800 
URINE 

Color—yellow, reaction 5, trace of albu- 

min, no RBCs or WBCs. 

Color—yellow, reaction acid, trace of albu- 

min, positive for coproporphyrins. 

Pre-treatment : Pb excretion 0.23 mg./liter, 

Coproporphyrin excretion 0.65 mg./liter. 

Post-treatment : Coproporphyrin excretion 

1.80 mg./liter. 

Serology—negative. 


Moderate achromia 


7/14 Patch test—negative. 
7/15 Vomitus 4+ Guiac. 
7/18 Hard-formed stool—negative. 


BLOOD CHEMISTRIES 


7/13 FBS 79 mg.% 

7/14 COs comb. Power 50 Vol.% Cl—91 meq. 

7/16 COs comb. Power 54 Vol.% C1—91 meq. 
Sodium 133 meq./L/ 


Potassium—3.2 meq./L. 
continued on next page 





LUMBAR PUNCTURE 

16 Fluid—clear. Nine lymphocytes, Pandy +, 
T.P.—61. Cl—648. Coll. Gold. 0012210- 
000. Smear—neg. 
Nasopharyngeal and throat cultures grew 
out staph. albus, N. flavus, alpha—Strep. 
catarrhalis, and a few colonies of non- 
hemolytic staph. aureus. 


X-RAY REPORTS 
Chest film. The heart is slightly prominent 
to the left, and the vascular markings and 
pulmonary hilar shadows are prominent. 
Diaphragms are normal in contour, and the 
underlying lung fields appear clear. Mul- 
tiple flecks of opaque substance are super- 
imposed on the lower abdomen in the re- 
gion of the colon. If this is not barium or 
medication, the possibility of lead or for- 
eign body ingestion cannot be excluded. 
Long Bones. Chest film. Lung fields show 
no evidence of consolidation or fluid. The 
heart is not enlarged. The diaphragms ap- 
pear normal. 
The left forearm shows increased density 
at the metaphyseal line at the distal end of 
the radius and ulna which may represent 
lead deposition. 


Treatment and Course 

Using a regimen set up at the Children’s Hos- 
pital, Boston, V ersenate was administered for three 
days. Following a rest period of three days, the 
drug was once again given for a further course of 
two days. The Riker Laboratories! recommended 
the intravenous route with a maximum dose per 
hour not to exceed 0.5 grams per thirty pounds of 
body weight. Byers and Maloof? use dosages of 
“1 gram per 15 Kilograms of body weight per day, 
divided into two doses, administered intravenously 
in 250 c.c. of 5% liquid dextrose solution, each dose 
being given over a period of one to two hours.” The 
latter regimen was the one used on this patient. 

Calcium disodium versenate was administered 
intravenously (0.33 grams in 5% glucose and wa- 
ter—200 c.c.). Several hours later the procedure 
was repeated. This was continued for three days, 
followed by the prescribed rest period of three days. 
Two further days of therapy completed the treat- 
ment. 

The drug was started on July 15th, two days 
after admission. At 11:35 p.m. of that same night, 
after completion of the first day’s therapy, the child 
had a mild seizure probably due to hypocalcemic 
tetany. The patient appeared drowsy, and slight 
twitchings were noted about the face. Respirations 
became shallow but rapid (48 per minute). This 
was followed by projectile vomiting, the vomitus 
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being coffee-ground in nature. 

Phenobarbital sodium (30 mg.) was adminis- 
tered intramuscularly and calcium gluconate 
intravenously. By 1:40 of the next morning the 
child was improved, sleeping in naps, with occa- 
sional twitching. 

From the very beginning of therapy the infant 
showed gradual but marked improvement, which 
was due to the treatment with Versenate. On July 
16 a twenty-four-hour urine was brought to the 
Department of Labor and Industries, Division of 
Occupational Hygiene, where subsequent urinary 
determinations demonstrated that the copropor- 
phyrin excretion had increased from 0.65 mg./ Liter 
to 1.80 mg./Liter. This was a threefold increase 
in urinary output in a matter of a few days. Lead 
excretion, as such, was also increased. 

Following the course of EDTA, there was objec- 
tive as well as subjective improvement in symp- 
toms. The vomiting decreased and eventually dis- 
appeared ; intravenous fluids which had been given 
for several days were stopped, and the child was 
put on oral fluids and solids. The most marked im- 
provement was noted in the mental state—the for- 
merly lethargic sensorium was now changing to a 
more alert state. Soon she began to talk and cry 
and began participating in the other children’s 
activities. 

On the following day the child was able to stand 
in its crib and move around. Later she began to 
walk around the ward. No further convulsive seiz- 
ures were noted. The child remained well and was 
discharged home with a warning to the mother to 
wallpaper the home because of the pica problem. 
Her total hospitalization time was eighteen days. 

Discussion 

The action of this drug and its pharmacology 
make it the treatment of choice in all forms of lead 
poisoning. Structurally the drug is a calcium de- 
rivative of ethylene-diamine-tetra-acetic acid.” 
Taney CH,COONa 
/ 

N-CH=CH,-N 
ra * , 
* / 


CH 4 
2 . 7 
. 7 
\ yt Ss’ 
Lead replaces calcium in the compound both 1! 
vitro and in living tissues, somewhat as indicated 


CHy 


below: 
Pb** + CaEDTA> — PbhEDTA® + Ca™* 
Calcium replaces lead in the body, forming the 
lead chelate—which is ‘‘nonionized, nontoxic, wa- 
ter-soluble, nonmetabolized, and excreted intact.” * 


It has been clearly demonstrated that it will cause 
concluded on page 325 
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THE MURRAY S. DANFORTH ORATION 


| psn in this JOURNAL there appears the 


first Murray S. Danforth Oration. It is appro- 
priate to write a few words to illuminate the back- 
ground for this event, and the program at the Rhode 
Island Hospital which it highlights. 

For several years it has been desirable to have a 
paper read each year at the Rhode Island Hospital 
by some orthopedic surgeon of national promi- 
nence, and to have it known as the Murray S. 
Danforth Oration. 

About half of the present visiting staff in the 
departments of fractures and orthopedics at Rhode 
Island Hospital received their early training under 
Doctor Danforth. His finest teaching was by ex- 
ample, and it is no exaggeration to say that the 
inspiration of his example has greatly influenced 
their lives. None will ever forget his profound 
knowledge of anatomy; his exacting X-ray inter- 
pretations ; his attention to detail; his concern for 
the welfare of ward patients ; his insistence on per- 
fection as a goal; and his constant emphasis on the 
value of long-term observation and the realization 
that fracture and orthopedic work can be measured 
only in terms of the end result. Never carried away 
by dramatic procedures and early results, he always 
measured treatment in terms of the future; and 
last but not least, many remember his delightful 
sense of humor which, we suspect, was sometimes 
lost on those who did not know him well. 

In 1931 he founded the fracture service of the 


hospital. We are proud of this service, and too few 
know that it is one of the four oldest continuously 
functioning and approved fracture services in the 
United States. In 1934 he wrote a paper on Legg- 
Calvé-Perthes disease after many years of obser- 
vation of chronic hip disease in children, and his 
concepts of treatment are still widely accepted as 
the basis for the best treatment of this disease in 
children. He was editor-in-chief of the JoURNAL OF 
BONE AND JOINT SURGERY. 

A year ago Mrs. Danforth, desiring a memorial 
to her husband that would be something living and 
growing of which he would have approved, estab- 
lished the “Murray S. Danforth Fracture and 
Orthopedic Fund for Teaching and Research.” 
With this fund the hospital staff plans to do many 
things. Each year it will send the senior resident to 
the annual meeting of the American Academy of 
Orthopedic Surgeons, and it will send one of the 
residents to each of the regional orthopedic meet- 
ings, as well as to Harvard University for two 
months of anatomy. A library of books and journals 
for the orthopedic house staff and plans for a file 
of 35 mm X-ray reproductions have been started. 
These are a few of the projects that have been 
made possible by this fund. 

One of the most important features of the pro- 
gram is to bring each year to the Rhode Island 
Hospital a prominent orthopedic surgeon who will 


spend two or three days as surgeon-in-chief pro tem 
continued on next page 
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in the departments. The highlight of his tenure will 
be to deliver the annual Murray S. Danforth 
Oration. 

To initiate this program the committee chose 
Doctor Carl E. Badgley, professor of surgery, in 
charge of orthopedics, at the University of Michi- 
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gan, and former president of the American .\cad- 
emy of Orthopedic Surgeons. 

Thus another outstanding lecture series directly 
beneficial to the medical profession of Rhode Island 
is added to the already established Fiske, Chapin, 
Gerber, and Ruggles orations. 


THE CENTENARY OF THE HONORABLE HOUSE OF SQUIBB 


I 1845, a young man of unswerving integrity and 

serious purpose, Edward Robinson Squibb was 
graduated, with high honors, from the Jefferson 
Medical College. Of Quaker parentage he was born 
in 1819 at Wilmington, Delaware, and died in 
Brooklyn in 1900. From his youth he dreamed of 
becoming a physician, and to make this possible he 
served five strenuous years as an apothecary’s ap- 
prentice in Philadelphia, and out of his meager 
wages saved enough to pay for his medical edu- 
cation. 

With the outbreak of the Mexican War, he be- 
came an Assistant Surgeon in the Navy, serving 
first for two years on the Brig Perry in Mexican 
and South American waters, then cruising in the 
Mediterranean on the store-ship Erie. Apparently, 
service in the Navy did not appeal to him, but his 
daily experience taught him the untrustworthy 
nature of the drugs which he and his colleagues 
were prescribing in their practice. The crude drugs 
then available, most of them imported, arrived in 
this country in bulk, contaminated with dirt and 
such other foreign matter as twigs, grass, and nails. 
There were no standards of potency ; a given quan- 
tity of drug from one lot might be equal in potency 
to half or twice as much as that from another. To 
Doctor Squibb this situation was deplorable, and 
not only deplorable—it was intolerable. It was the 
custom of the Navy to purchase drugs as it pur- 
chased other supplies, from the lowest bidder, with 
few, if any specifications, as to quality. Doctor 
Squibb was distressingly aware that the medicines 
he prepared from these crude drugs were of in- 
determinate and many times of very doubtful value. 

He reported his opinions to the Navy, with, for a 
time, no effect whatever. Transferred to shore duty, 
he was assigned to the Brooklyn Navy Yard. In 
1852 Congress appropriated limited funds for the 
establishment of a naval laboratory for drug re- 
search; in this, a small room above the morgue in 
the Naval Hospital, Doctor Squibb began his re- 
search with equipment of his own design, and some 
of his own construction. In these modest quarters 
he began the work which, through his indomitable 


courage and devotion, laid the foundation of what 
was to become in after years, the honorable house 
of Squibb. 

Although Doctor Squibb made many valuable 
contributions to the advance of pharmacology, his 
fame rests most securely perhaps, on what he did 
for the manufacture of pure ether. In 1846, Doctor 
W. T. G. Morton gave the first public demonstra- 
tion of anesthetic ether at the Massachusetts Gen- 
eral Hospital. But dramatic as was this event, many 
surgeons did not accept ether as an anesthetic be- 
cause at that time it was so unreliable. Morton used 
crude sulphuric ether, disguised with aromatics, 
which was likely to contain toxic impurities and was 
variable in potency. Its method of manufacture was 
defective and its use might become dangerous for 
the patient. At this crucial moment, when so much 
was at stake, Doctor Squibb, thanks to his improved 
method of distillation, gave to the world a safe, 
effective and controllable anesthetic; and true to 
the ancient traditions of his profession, he actually 
gave it to the world. 

It will be remembered regretfully that as soon as 
ether inhalation was proved to be of value, Morton 
took out a patent for its use. But Doctor Squibb. 
unwilling to gain personally from the invention of 
his new process, published a full account of it in 
the AMERICAN JOURNAL OF PHARMACY for Sep- 
tember, 1856, complete with drawings and dia- 
grams, operating directions, formulas, and cost 
estimates. Squibb ether soon became and still re- 
mains the standard of the world. Today it is made 
by virtually the same process which Doctor Squibb 
perfected in 1852. 

When Doctor Squibb died in 1900, the Conimit- 
tee on Revision of the U. S. Pharmacopoeia said, 
‘Pharmacy has lost a Nestor, medicine a leader, 
and the world the noblest work of God—an honest 
man.” The heritage of highly ethical standards be- 
queathed to them by Doctor Squibb continuously 
motivates his successors. It is, therefore, meet and 
just to pay tribute of gratitude to our benefactors; 
and so, in this centenary year, we salute the honor- 
able house of Squibb. 








1958 
1S THE GRASS GREENER? 


Appearing elsewhere in this issue is a summary 
of a study on patient care and nursing problems 
condueted jointly by the United States Public 
Health Service and the American Hospital Asso- 
ciation. This résumé of the published results has 
been prepared by Doctor I. Herbert Scheffer, ex- 
ecutive director of the Miriam Hospital, for the 
Hospital Association of Rhode Island. The sixty 
hospitals which participated in the study are all 
short-term general, non-federal institutions, each 
servicing a daily average of 100 to 500 patients. 
The number of patients involved in the study are 
sufficiently large to yield results of a significant 


JUNE, 


nature. 

Particularly striking are these two findings: 
1) The large proportion of patients reporting de- 
ficiencies, and 2) the familiar nature of the com- 
plaints. In staff room discussions one observes a 
general disposition to look upon local problems as 
unique and particularly serious. The grass on the 
other side of the fence is always greener. The local 
administrator is often hard put to sell to his staff 
the idea that difficulties are widespread and that the 
problems at home are a manifestation of nation- 
wide trends. 

The chief value of this study is in finding the 
areas in which the greatest number of complaints 
occur and in offering suggestions for correcting the 
deficiencies. Not less important, however, is its 
success in bringing these matters into better per- 
spective. 

The Hospital Association of Rhode Island has 
rendered a service to the community and to the 
medical profession in preparing this material in a 
readily assimilated form. 








REAL ESTATE FOR SALE 


Ideal for doctor’s office. Excellent income; 
investment property. 3-Family, excellent 
condition, 3 large garages; on main thor- 
oughfare; centrally located to four hos- 
pitals. No repairing needed; layout good 
for offices. Financing available. LOCA- 
TION: 649 Smith Street, Providence. Price: 
$25,000. Ready for occupancy. Telephones: 
DE 1-6141; DE 1-1200 
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TREATMENT OF LEAD POISONING WITH 
CALCIUM DISODIUM VERSENATE 


concluded from page 322 


no exacerbation of symptomatology during treat- 
ment.® The drug is indicated for both acute and 
chronic lead poisoning, lead encephalopathy, lead 
colic, and for prophylaxis against the possibility of 
exacerbations in chronic plumbism. 

Rubin, Gignac, and Papovicci,® in animal experi- 
ments, emphasize that while the lead is removed 
adequately from most of the soft tissues in the body, 
it is only partially mobilized and reduced in the 
skeletal components. Indeed, there is evidence that 
lead may be deposited in the bone marrow with a 
tendency to increase the metallic ion there. This 
suggests that further attacks of chronic lead poison- 
ing might occur. 

Byers and Maloof‘ performed intensive studies 
on five children with this drug and noted “in each 
instance an increase in lead output in the urine, 
varying between tenfold and fortyfold was pro- 
duced, and in each instance a very rapid ameliora- 
tion of symptoms occurred.” In one of their cases 
a child, suffering from lead encephalopathy with 
coma and convulsions, was feeding herself less than 
two days after therapy was begun. 

Much of the literature on this drug attests to the 
efficacy of EDTA in lead poisoning, with profound 
reduction of blood and depot lead levels. This has 
been investigated by Bessman,® Spencer,® and many 
others. The drug has also been shown to have a 
high therapeutic index with low toxicity.'° 

However, in spite of the remarkable recovery 
achieved in the treatment of plumbism with calcium 
disodium versenate, the prognosis must be care- 
fully evaluated in individual cases. 
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PATIENTS AND PERSONNEL SPEAK 


A Summary Assembled and Edited by I. HERBERT SCHEFFER, M.D., President of the Hospital Association 
of Rhode Island, from a Study Report by the United States Public Health Service and the American 
Hospital Association Regarding Deficiencies in Nursing Care 





HE PURPOSE — to uncover elements of nursing 

care which patients, doctors, nurses, and aux- 
iliary personnel consider are not being given satis- 
factorily and to point out remedial action which 
can be taken by the hospital or the patient unit 
involved. 


Why Study Patient Care? 

The shortage of nursing services which hospitals 
continue to experience, despite the fact that there 
are more nurses than ever, makes it important to 
look beyond the number of nurses employed or the 
ratio of nurses to patients, and to seek facts about 
circumstances which may be creating an impression 
of shortage. 

Some of these circumstances may be discovered 
by asking patients what kind of care they believe 
they are receiving, and by asking hospital personnel 
what kind of care they believe patients are getting. 
A patient whose back is not rubbed when she wants 
it rubbed, a nurse who is critical of another nurse’s 
attitude toward a patient, a doctor who sees certain 
omissions in his patient’s nursing care — all these 
people may believe that if they had more nurses on 
duty such situations might not occur. 

An omission which is blamed on the shortage of 
nursing personnel may, when studied, turn out to 
be the result of poor use of a nurse’s time, or to 
some factor not directly the fault of the nursing 
service—the “cup of cold coffee,” for example. The 
simple expedient of adjusting nursing assignments 
or of interpreting the nurse’s schedule may be all 
that is needed to bring about greater understanding 
and acceptance on the part of both patients and 
personnel. 


I. What Patients Say About Their Nursing Care 

In a study conducted by the Public Health Serv- 
ice and the American Hospital Association, nearly 
9000 patients in 60 general hospitals reported omis- 
sions in nursing care occurring during their stay in 
the hospital. 

A third of the patients reported no omissions in 
care during their stay: only one in a hundred pa- 
tients reported a considerable number of occur- 
rences. The occurrences least frequently reported 
fell mainly in the areas of personal hygiene and sup- 
portive care and included such items as bed and 





room not made neat and orderly and insufficient 
clean towels. The most frequently reported omis- 
sions in care were in the area of rest and relaxation 
and included too much noise and poor air in the 
room. 

The 60 hospitals that participated in the study 
are short-term general, nonfederal hospitals, hav- 
ing between 100 and 500 daily average patients. Of 
the 8660 patients in the study, 39 per cent were 
males and 61 per cent females. The male median 
age was 51. The female median age was 39. Fifty- 
two per cent of the patients were in private or two- 
bed room accommodations. All these characteristics 
compare very closely to the national average for 
short-term general nonfederal hospitals. 

Unfulfilled Needs. Patients reported the follow- 
ing events on the check list as the 10 top unfulfilled 
needs : 

1. There was too much noise in the hall. 

2. Other patients made disturbing noises. 

3. My food was cold when served. 

4. No answer to my call for a nurse for a long 

time. 

5. Got waked up too early for temperature tak- 

ing. 

6, Air in room was poor. 

7. My nurse is always in a hurry. 

8. Thermometer left in too long. 

9. No one checked the needle in my arm to see 

that the fluid was running. 
10. My bath, meal, or rest period was interrupted 
by treatment. 


II. Factors Affecting Patients’ Opinions of Their 
Nursing Care 
(Analysis of Omissions in Care Reported in 
Accordance with Age, Sex, Marital Status and 
Type of Room Accommodation ) 

The unhappiest patient in a hospital is a young 
unmarried female in a large adult ward (non- 
obstetrical). At the other extreme, the happiest 
patient is a married male over 60 years of age ina 
private or semiprivate room. 

Age. The age of the patient — more than any 
other patient characteristic studied — seemed to 
make the most significant difference in the number 


of unfulfilled needs reported. Younger patients con- 
continued on page 328 





























the clinical results are positive when 


NILEVA R sess positive nitrogen balance 





The anabolic effects of Nilevar are quickly manifest both to the patient 
and to the attending physician. 

When loss of nitrogen delays postsurgical recovery or stalls 
convalescence after acute illness and in severe burns and trauma, 
Nilevar has been found to effect these responses: 


e The patient feels better 
e The patient recovers faster 


e Appetite improves 
e Weight increases 


Similarly Nilevar helps correct the “protein catabolic state” associated 


with prolonged bed rest in carcinomatosis, tuberculosis, anorexia nervosa 


and other chronic wasting diseases. 


Nilevar is unique among anabolic steroids in that 
androgenic side action is minimal or absent in appropriate dosage. 


Nilevar (brand of norethandrolone) is supplied as tablets of 10 mg. and 
ampuls (1 cc.) of 25 mg. The dosage of both forms is from 10 to 50 mg. daily. 


Research in the Service of Medicine. 
G. D. SEARLE & CO., CHICAGO 80, ILLINOIS 
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sistently reported more unfulfilled needs than older 
ones. Of the total group of 9000 patients, 33 per 
cent reported that all their needs were filled ; only 
24 per cent of the patients under 20 reported com- 
plete satisfaction with their care ; while 40 per cent 
of the patients 60 and over said that they had all 
their needs met. 


Sex. When the sex of patients was studied, 
males seemed a little more satisfied than females. 
In the hospitals studied, 35 per cent of the males 
reported that all their needs were met. The number 
of women who were completely satisfied was 29.7 
per cent, excluding obstetrical patients, who as a 
group were as happy as males. 


Marital Status. Marital status also seemed to 
make a difference in the amount of unfulfilled needs 
that were reported. Among the single patients, 
nearly 28 per cent said that all their needs were met ; 
while among the married patients, 34 per cent said 
that they were completely satisfied. 


Type of Accommodation. The effect of different 
size room accommodations upon the patient’s satis- 
faction could not be clearly determined from this 
study. Patients in large, open wards report slightly 
more unfulfilled needs than do patients in private 
or two-bed rooms — but the difference was not 
great enough to be of practical importance. 


Ill. What Personnel Say About Nursing Care 
What aspects of patient care do personnel feel 
are being neglected? Are these needs the same as 
those perceived by patients ? 
To answer these and other questions the Public 
Health Service surveyed approximately 10,000 hos- 
pital administrators, doctors and nursing personnel. 


Similar Needs Perceived. Many unfulfilled 
needs reported by patients most frequently were 
also reported by personnel. The noise in hospital 
rooms and corridors was the top event reported 
most frequently by patients and personnel. Other 
similarities of reporting related to cold food being 
served to patients ; awakening patients too early; 
and poor ventilation in rooms. 

There was also close agreement among personnel 
as to what specific needs were not being fulfilled. 
All personnel (hospital administrators, doctors, and 
nurses ) agreed that the nurse was given too much 
work to do; that the patients had to wait too long to 
have lights answered; that patients making noise 
disturbed other patients; and that patients com- 
plained about being awakened too early. 


More Information, Please. Hospital adminis- 
trators reported the same top events most fre- 
quently as other hospital personnel with the addi- 
tion of the comment “Insufficient information given 
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about the patient’s condition.” 

“Visitors interfered with treatments or medi-a- 
tion,” was among the top events reported by lhus- 
pital administrators. 

Many hospital administrators stressed the im- 
portance of better orientation for all hospital ci- 
ployees. They felt that this was one way to improve 
patient care. 


No Time for Nursing. Doctors were most vocal 
about nurses not having time to do nursing care 
because of the volume of paper work that seemed 
to be required. 

Doctors, like hospital administrators and nurses, 
were keenly aware of the noises made by other 
patients, personnel, and hospital equipment. 

One of the top 10 most frequently reported un- 
fulfilled needs of patients observed by doctors was 
that patients did not receive their medications on 
time. 

Likewise, doctors and nursing administrators 
reported that patients did not get enough attention 
from nurses. 


Part-Time Personnel Problems. As for the hos- 
pital administrative personnel, part-time nursing 
personnel presented a continuing problem to the 
nursing administrator in orientation, supervision, 
and replacement. 

Some professional staff nurses —as did other 
nursing personnel — recognized that patients had 
to wait too long to have their lights answered, and 
many times because of this, get out of bed against 
orders. 


Auxiliary Personnel Comment. Practical nurses, 
nursing aides, and orderlies apparently spend more 
time with patients than other nursing personnel. 
The unfulfilled needs reported most frequently by 
professional nurses were also reported by auxiliary 
nursing personnel—only in greater volume. 
Many auxiliary personnel said that they were as- 
signed to care for patients beyond their capabilities. 

Auxiliary personnel also voiced the need for 
training. 

Practical nurses expressed the wish to be given 
the opportunity to do the things for which they 
were trained. 

Many auxiliary nursing personnel felt that they 
were greatly underpaid since they were doing the 
work usually done by a professional nurse. 


Characteristics of Personnel. The number of 
unfulfilled needs reported by participants was 
analyzed according to the age, sex, marital status, 
and length of employment of the person filling out 
the form. The most significant finding was that the 
number of unfulfilled needs decreases as the age 
of the participant rises. 


Recurrent Theme. A recurrent theme in these 


studies is that nursing personnel have to spend too 
continued on page 336 
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Unusual Antibacterial and Anti-infective Properties. More rapid absorption 
... higher and better sustained plasma concentrations ... more soluble 
in acid urine than other sulfonamides... freedom from crystalluria and 
absence of significant accumulation of drug, even in patients with 


azotemia. ! 


Unprecedented Low Dosage. Less sulfa for the kidney to cope with... yet 
fully effective. A single daily dose of 0.5 to 1.0 Gm. (1 to 2 tablets) main- 
tains higher plasma levels than 4 to 6 Gm. daily of other sulfonamides— 
a notable asset in prolonged therapy. 2 


New Control Over Sulfonamide-sensitive Organisms. KYNEX maintains the 
prolonged, high tissue concentrations of primary importance in treat- 
ment of urinary infections...a therapeutic asset toward preventing 
manifest pyelonephritis as a complication of persistent bacteriuria during 
pregnancy and puerperium. Maintenance of sterile urine in such patients 
was accomplished with 1 tablet of KYNEX daily. 3 
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Sulfamethoxypyridazine Lederle 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, 
followed by 0.5 Gm. (1 tablet) every day thereafter, or 1 Gm. every other 
day for mild to moderate infections. In severe infections where prompt, 
high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.56 Gm. every 24 hours. Dosage in children, according to weight; 
i.e.,a 40 lb. child should receive 14 of the adult dosage. It is recommended 
that these dosages not be exceeded. 


KYNEX— WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (7! grains) of sulfamethoxypyri- 
dazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 ce.) of caramel-flavored syrup contains 250 
mg. of sulfamethoxypyridazine. Bottle of 4 fl. oz. 


References: 1. Grieble, H. C. and Jackson, G. G.: Prolonged Treatment of Urinary- 
Tract Infections with Sulfamethoxypyridazine. New England J. Med. 258:1-7, 1958. 
2. Editorial New England J. Med. 258:48-49, 1958. 3. Jones, W. F., Jr. and Finland, M.: 
Sulfamethoxypyridazine and Sulfachloropyridazine. Ann. New York Acad. Sc. 60:473- 
483, 1957. 
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HOUSE OF DELEGATES 
of the 
RHODE ISLAND MEDICAL SOCIETY 


Report of Meeting Held on April 23, 1958 





A“ EETING of the House of Delegates of the Rhode 
Island Medical Society was held at the Med- 
ical Library, Wednesday, April 23, 1958. The meet- 
ing was called to order by the president, Doctor 
George W. Waterman at 8:20 p.m. The follow- 
ing delegates were in attendance: from BRIS- 
TOL COUNTY, Ulysse Forget, M.D.; from 
KENT COUNTY, Peter C. Erinakes, M.D.; 
Edmund T. Hackman, M.D., and Russell P. 
Hager, M.D.; from NEWPORT COUNTY, 
Philomen P. Ciarla, M.D.; from PAWTUCKET 
DISTRICT, Robert C. Hayes, M.D.; Alexan- 
der Jaworski, M.D.; and Hrad H. Zolmian, 
M.D.; from WASHINGTON COUNTY, 
Hartford P. Gongaware, M.D.; James A. 
McGrath, M.D.; and Samuel Farago, M.D.; OF- 
FICERS OF THE RIMS, George W. Water- 
man, M.D.; Francis B. Sargent, M.D.; Thomas 
Perry, Jr., M.D.; and John A. Dillon, M.D.; /M- 
MEDIATE PAST PRESIDENT OF RIMS, 
Charles L. Farrell, M.D.; PROVIDENCE MED- 
ICAL ASSOCIATION, Charles J. Ashworth, 
M.D.; Irving A. Beck, M.D.; Alex M. Burgess, 
Jr., M.D.; Wilfred I. Carney, M.D.; Francis H. 
Chafee, M.D.; William B. Cohen, M.D.; Harry E. 
Darrah, M.D.; Michael DiMaio, M.D.; William 
J. H. Fischer, Jr., M.D.; Frank D. Fratantuono, 
M.D.; J. Merrill Gibson, M.D.; John F. W. Gil- 
man, M.D.; Seebert J. Goldowsky, M.D.; Stanley 
Grzebien, M.D.; John C. Ham, M.D.; Joseph 
Hindle, M.D.; Albert H. Jackvony, M.D.; Ernest 
Kk. Landsteiner, M.D.; Joseph G. McWilliams, 
M.D.; Rudolph W. Pearson, M.D.; Arnold Por- 
ter, M.D.; William A. Reid, M.D.; Louis A. Sage, 
M.D.; James J. Sheridan, M.D.; and Stanley D. 
Simon, M.D. 

Also in attendance were twelve members of the 
Society, non-members of the House of Delegates, 
and the Executive Secretary, John E. Farrell. 


REPORT OF THE SECRETARY 


Doctor Thomas Perry read his report as follows : 

At a meeting held since the January meeting of 
the House of Delegates the Council took the follow- 
ing actions: 


1. It voted that the president be the official rep- 





resentative of the Society to present the proposed 
Medicare proposal of the Society at a hearing before 
the Dependents’ Medical Care Advisory Commit- 
tee in Washington on May 9, and further, that the 
executive secretary attend the hearing with the 
president. 

2. It voted that the sum of $200 be donated to 
the Blood Banks Association of New York State, 
as the agency handling accounts for the Northeast 
District Clearing House of the American Associa- 
tion of Blood Banks. This donation is made in 
recognition of the acceptance of the entire cost of 
the program for the past two years by the Medical 
Society of the State of New York. 

3. It voted that the president be authorized to 
name the Society’s representative for the planning 
committee of the New England Postgraduate As- 
sembly to be held in Boston in November. 

4. It voted, after careful review of suggested 
nominations for Doctor of the Year in Rhode 
Island, that no nomination should be made for 
this year. 

5. It reviewed and approved a recommendation 
from the Committee on Diabetes that the Com- 
mittee be authorized to sponsor a one-week camp 
period at Camp Fuller, Wakefield, Rhode Island, 
for diabetic youngsters. 

6. It recommended that the secretary call to the 
attention of district medical society secretaries the 
names of physicians licensed in Rhode Island, and 
presumably practicing in the state, who are not 
members of the Rhode Island Medical Society, and 
request information as to why such physicians have 
not applied for medical society memberships. 


Action: It was moved that the report of the 
secretary be approved and placed on file. The mo- 
tion was seconded and adopted. 


RECOMMENDATIONS FROM 
THE COUNCIL 


The secretary reported that the Council recom- 
mends as follows: 

1. That the following be continued as trustees of 
the Benevolence Fund of the Society with terms to 
conclude at the time of the Annual Meeting in the 
years designated : 
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Henry J. Hanley, m.p., of Pawtucket (1959) 

(jeorge W. Waterman, M.p., Providence (1960) 

David Freedman, M.pv., of Providence (1961) 

Action: It was moved that the recommendation 
be adopted. The recommendation was seconded 
and passed. 

xk ok x 

2. The Council recommends that the 148th An- 
nual Meeting of the Society be held in Providence 
on May 12 and 13, 1959. 

_lction: The recommendation was seconded and 
adopted. 


NOMINATIONS FOR OFFICERS AND 

STANDING COMMITTEES FOR 1958-59 

The secretary noted that each delegate had re- 
ceived in his handbook for the meeting a ballot list- 
ing nominees for Officers and Standing Committees 
submitted by the Council in accordance with the 
By-Laws of the Society. (Copy of this ballot is 
made part of the official minutes of this meeting. ) 

Doctor Waterman called for counter nomina- 
tions. There were none. 

Action: It was moved that the slate of nominees 
submitted by the Council be declared elected by the 
House of Delegates of the Society. The motion was 
seconded and adopted. 


COMMUNICATIONS 

The secretary reported receipt of a copy of a 
letter directed to the State Director of Health by the 
chairman of the Society's Child-School Health 
Committee. He read the letter which stated the 
position of the Committee relative to possible legis- 
lative action concerning sight conservation. (Copy 
of this letter is made part of the official minutes of 
this meeting. ) 

This communication was discussed by members 
of the House, and by permission of the House, by 
Doctor H. Frederick Stephens. 

Action: It was moved that the House approve 
the communication sent to the State Director of 
Health by the chairman of the Child-School Health 
Committee. The motion was seconded and 
adopted. 


BENEVOLENCE FUND 

The president noted that the report of the trus- 
tees of the Benevolence Fund had been submitted 
to the delegates in the handbook. 

lction: It was moved that the report of the trus- 
tees of the Benevolence Fund be received and 
placed on file. The motion was seconded and 
adopted. 


CHARLES V. CHAPIN HOSPITAL 
COMMITTEE 
The president noted that the preliminary report 
from the Chapin Hospital had been included in the 
handbook to the delegates. 
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The report was discussed by members of the 
House. 

Action: It was moved that the report be ap- 
proved and the Committee instructed to continue 
its study. The motion was seconded and adopted. 

 @& » 

Action: It was moved that the House recom- 
mend to the Governor of the state that the Charles 
V. Chapin Hospital Contagious Disease Unit be 
continued until the general hospitals of Rhode 
Island are fully prepared to handle cases in epi- 
demic proportion. The motion was seconded and 
adopted. 


COMMITTEE REPORTS 

The following reports of committees as sub- 
mitted to the delegates in the handbook, or pre- 
sented orally at the meeting, were approved by the 
House: Cancer Committee, Child-School Health 
Committee, Diabetes, Highway Safety, Industrial 
Health, Library, Public Policy and Relations, 
Science Fair, Scientific Work and Annual Meeting, 
3oard of Trustees of the Medical Library, Blood 
Bank Committee, Medical Defense and Grievance 
and Mental Health. 

(Reports in writing submitted for any of the 
above committees are made part of the official 


minutes of this meeting. ) 
concluded on next page 





TASTY-MONIALS 


(Shamelessly Culled 


From the Classics) 


“G (: 


“There is modera- 
tion even in success.” 
— Pope 


“Another, yet the 


same.” 
— Disraeli 


| Warwick Club 


Ginger Ale Co., Inc. 
“It Sings In The Glass’’ 








334 
HEALTH INSURANCE COMMITTEE 


Doctor Robert C. Hayes, chairman of the Health 
Insurance Committee, reported that his committee 
is developing group insurance proposals to provide 
coverage for members of the Society for overhead 
insurance and for catastrophic hospital-nurse insur- 
ance. He discussed the work of his committee. 


Action: It was moved that the House endorse in 
principle the proposals for additional group insur- 
ance coverages to be offered to the membership, 
and instructed the Committee to submit the best 
possible plans for the individual consideration of 
the members. The motion was seconded and 


adopted. 


SURGICAL STUDY COMMITTEE 


Doctor Perry read the report of the Subcommit- 
tee, copy of which was submitted to the delegates in 
their handbook and copy of which is made part of 
the official record of this meeting. 

Doctor J. Merrill Gibson read a minority report, 
copy of which he distributed to each member of the 
House, and a copy of which is made part of the offi- 
cial minutes of the meeting. 

Doctor Waterman discussed the importance of 
the proposal before the House of Delegates and he 
reviewed the work of the Study Committee. 

There was general discussion of the reports. 

A motion that no decision be arrived at by the 
House at this time until further study is made, was 
seconded, but after general discussion the motion 
was withdrawn. 

Doctor Perry read a report received from the 
Providence Surgical Society, copy of which was 
given to each delegate, and copy of which was made 
part of the official records of this meeting. 


Action: It was moved that the report of the Sub- 
committee of the House of Delegates relative to the 
extension of Physicians Service, as voted at the 
Committee’s meeting on March 28, 1958, and as 
submitted to the House in the official handbook 
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prior to this meeting, be approved and made the 
policy of this Society. The motion was secon ied, 
The report of the subcommittee was as follc ws: 
That the Committee vote to rescind the action ta sen 
at its first meeting not to extend the Physicians 
Service Program except on an indemnity basis, and 
that it now declare that it favors an additional j)ro- 
gram with an increase in income limits and benefits 
and with a $5,000 top limit for income classification 
at this time, said additional program to be service- 
indemnity for surgeons, assistant surgeons, and 
anesthetists, and indemnity for all other physicians’ 
services, and that it also declare that it feels that in 
view of the fact that economic conditions change 
constantly the financial structure of the entire Phy- 
sicians Service Program should be reconsidered at 
regular intervals; and the Committee moves fur- 
ther that the fee schedule for the additional program 
be prepared by a committee of the Rhode Island 
Medical Society appointed from its membership by 
the president of the Society. 

On the rollcall vote the motion was carried by a 
vote of 21 to 17. 

* * x 

Action: It was moved that the reconsideration 
of the Physicians Service program at regular inter- 
vals, as stated in the report adopted by the House, 
be at least every two years; and further, that any 
adjustment in the schedule of fees be made in ac- 
cordance with the changes in the cost of living. 
The motion was seconded. On a show of hands vote 
the motion was adopted by 17 to 11 vote. 


PRESS RELEASE 
It was agreed by the House that a release should 
be issued to the press, radio and television media 
regarding the major actions taken by the House at 
this meeting. 


ADJOURNMENT 
The meeting of the House was adjourned at 
11:04 p.m. 
Respectfully submitted, 
THOMAS PERRY, JR., M.D., Secretary 
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PATIENTS AND PERSONNEL SPEAK 
continued from page 328 
much time away from patients. ‘“Bookwork,” ho ise- 
keeping, and dietary activities were pointed oi:t as 
consuming most of the time nurses spend away 

from patients. 


IV. What Hospitals Have Done to Improve 
Patient Care 
Specific Programs for Improving Patient 
Care Proposed by Representatives of the 
Sixty Participating Hospitals 

Quiet, Please. The point of dissatisfaction re- 
ported most frequently by the 20,000 patients and 
personnel participating in the study was noise: 
Noise made by critically ill patients, by personnel, 
and by mechanical objects such as radios, television 
sets, supply carts and trucks. 

Some of the general suggestions offered to com- 
bat noise include conducting studies to find the 
exact source of the noise, establishing noise abate- 
ment committees, or conducting silence campaigns. 

It was suggested that noise from patients could 
be cut down by segregating disoriented patients or 
opening a unit for acutely ill patients. 

Increasing visiting hours should lessen noise by 
reducing the number of visitors coming into a 
patient’s room at one time. 

Noise from personnel could be curtailed through 
orientation or inservice education programs and 
special training in handling equipment. 

Other noise abatement measures suggested for 
personnel were: limiting phone messages, placing 
warning signs in strategic places such as elevators, 
nurses’ stations, utility rooms, linen rooms and 
ward kitchens, and providing conference rooms for 
reports to eliminate noise in nurses’ stations. 

To combat the mechanical noise problem, it was 
suggested that radios and television sets could be 
turned off at a specified hour or that doors could be 
kept closed to rooms where sets were playing. Hos- 
pitals could buy earphones for bedside radios and 
rent them to patients. 

Noisy equipment could be padded with sponge 
rubber. Other factors disturbing to rest and re- 
laxation concerned nursing practices such as early 
morning temperatures. These perhaps could be 
taken care of by rearranging the time of taking 
temperatures or even eliminating the a.m. tempera- 
ture in some cases with medical approval. 

Other suggestions pertaining to patient comfort 
included air conditioning or individual room 
thermostats, and corridor lights placed so they are 
not directly in front of patients’ rooms. 

Nurse-Patient Relationships. Communication 
between the patient and the nurse was another 
crucial need which was pointed out by the study 
findings. It was agreed that above all, communica- 
tion with the patient should not be left to untrained 
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subsidiary workers. A coordinator might be ap- 
pointed who would have more time to spend with 
the patients. 

A floor manager could relieve the head nurse of 
non-nursing functions, allowing her more time with 
the patient. 

Another way of establishing greater rapport with 
patients was a “beat the light” campaign — fre- 
quent general rounds by the nursing staff to antici- 
pate patients’ needs. 

Attitudes of both patients and personnel have an 
important bearing on their relations to one another. 
The suggestion is made that an instruction card or 
other type of informational material for the patient 
be prepared which the admitting office and nursing 
personnel could use to help him understand what is 
going to happen to him. 

When a patient is permitted to do things for 
himself, such as bath or A.M. care, it should be made 
clear to him that this is for his own good and is not 
an indication of shortage of nurses or neglect on 
the part of the nursing staff. 


Dietary and Housekeeping. It was proposed 
that trays be served at times convenient to all and 
that nursing personnel should be back from lunch 
before the trays are served. 

It was also suggested that convalescent patients 
could be served in a dining room area. 

Under housekeeping, principal complaints re- 
lated to unsanitary conditions in bathrooms. Sug- 
gestions were made for improvements in house- 
keeping services. These included developing check 
lists similar to those used in hotels for housekeeping 
and cleaning procedures and making the house- 
keeping department responsible for delivery of all 
clean linen to patients. Another proposal would 
make housekeeping responsible for general cleaning 
such as bathrooms, beds, equipment and furniture 
In rooms. 

A number of general recommendations could 
apply to both dietary and housekeeping services, 
such as (1) increasing the quality of personnel in 
these departments as well as to quality of their 
supervision and (2) having the dietitian or house- 
keeper make rounds and talk with patients. Efforts 
should be made to improve and maintain good inter- 
departmental relationships through discussion of 
problems with nursing, hospital administration 
and/or dietary and housekeeping departments or 
through active educational programs. 


BIBLIOGRAPHY 
The foregoing material was assembled and edited by 
I. Herbert Scheffer, M.D., based on the following in- 
formation: 
Patients and Personnel Speak — Public Health Service 
Publication No. 527 (fer sale by the Superintendent of 
Documents, U.S. Government Printing Office, Washing- 
ton 25, D. C.) 
“Hospitals (Journal of the A.H.A.) — Polling Patients 
concluded on page 339 
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APPOINTED COMMITTEES... 1958-59 


THE RHODE ISLAND MEDICAL SOCIETY 











Advisory Committee to R. I. Chapter 
American Physical Therapy Association 
Robert T. Henry, M.D., Chairman 
Eric Denhoff, M.D. 
Herbert E. Harris, M.D. 


Advisory Committee to Woman's Auxiliary 


Arthur E. Hardy, M.D., Chairman 
Earl F. Kelly, M.D. 
H. Frederick Stephens, M.D. 


Blood Bank Comunittee 


Enold H. Dahlquist, M.D., Chairman 
Jacob Dyckman, M.D. 

Leroy W. Falkinburg, M.D. 
Herbert Fanger, M.D. 

William Freeman, M.D. 

Gary Paparo, M.D. 

Henry J. Tweddell, M.D. 


Committee on Aging 
Ezra Sharp, M.D., Chairman 
Alex Burgess, Jr., M.D. 
Richard Kraemer, M.D. 


Cancer Committee 


Herbert Fanger, M.D., Chairman 
Edmund Billings, M.D. 
George V. Coleman, M.D. 
Donald B. Fletcher, M.D. 
Hartford P. Gongaware, M.D. 
Arthur E. Hardy, M.D. 
Russell R. Hunt, M.D. 
Leland W. Jones, M.D. 
Francis J. King, M.D. 

Henry C. McDuff, M.D. 
James A. McGrath, M.D. 
Gary P. Paparo, M.D. 
Frederick W. Ripley, M.D. 
George W. Waterman, M.D. 
Janice M. Webber, M.D. 


Diabetes Committee 


D. Richard Baronian, M.D., Chairman 
Stanley Cate, M.D. 

Donald DeNyse, M.D. 

Louis I. Kramer, M.D. 

A. Lloyd Lagerquist, M.D. 

Edward Zamil, M.D. 


Child School Health Relations 


John T. Barrett, M.D., Chairman 
Lewis Abramson, M.D. 
Maurice Adelman, M.D. 
Francis E. Allin, M.D. 
Ruth Appleton, M.D. 
Reuben C. Bates, M.D. 
Briand N. Beaudin, M.D. 
Oscar Z. Dashef, M.D. 
John E. Farley, M.D. 
Betty Mathieu, M.D. 
William L. Mauran, M.D. 
William P. Shields, M.D. 


Disability Compensation Committee 


Joseph C. Johnston, M.D., Chairman 
Thomas J. Dolan, M.D. 
Augustine W. Eddy, M.D. 
Henry B. Fletcher, M.D. 
Hugh E. Kiene, M.D. 
Donald F. Larkin, M.D. 
Thomas McOsker, M.D. 
Gustavo A. Motta, M.D. 
Ezra A. Sharp, M.D. 
Stanley D. Simon, M.D. 
Stanley Sprague, M.D. 


Disaster Committee 


James B. Moran, M.D., Chairman 
Harold L. Collom, M.D. 

Edward Damarjian, M.D. 

J. Merrill Gibson, M.D. 

Emil A. Kaskiw, M.D. 

John A. Mellone, M.D. 

Francis W. Nevitt, M.D. 

Joseph Ruisi, M.D. 

Louis Sage, M.D. 

Edwin Vieira, M.D. 


Health Insurance 


Robert C. Hayes, M.D., Chairman 
Jesse P. Eddy IIT, M.D. 

Peter C. H. Erinakes, M.D. 
Charles L. Farrell, M.D. 

Frank D, Fratantuono, M.D. 
Alexander A. Jaworski, M.D. 
Jose M. Ramos, M.D. 

Walter S. Jones, M.D. 
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Highway Safety Committee 

Arthur E. O’Dea, M.D., Chairman 

James H. Cox, M.D. 

Stanley Freedman, M.D. 

Kieran W. Hennessey, M.D. 

Thomas A. Nestor, M.D. 

Frederick A. Webster, M.D. 


Maternal Health Committee 


Stanley Davies, M.D., Chairman 
Bertram H. Buxton, Jr., M.D. 
John E. Carey, M.D. 

Francis V. Corrigan, M.D. 
Walter J. Dufresne, M.D. 
Guyon Dupre, M.D. 

Walter R. Durkin, M.D. 
Louis J. Fuhrmann, M.D. 
William J. MacDonald, M.D. 
Alfred L. Potter, M.D. 
William A. Reid, M.D. 
Mildred Robinson, M.D. 

John G,. Walsh, M.D. 


Mental Health Committee 


Harold W. Williams, M.D., Chairman 
David J. Fish, M.D. 

William J. Johnson, M.D. 

Hugh E. Kiene, M.D. 

Maurice W. Laufer, M.D. 

Himon Miller, M.D. 

Laurence A. Senseman, M.D. 


Committee on Professional Liability 


Henry C. McDuff, Jr., M.D., Chairman 
John A. Dillon, M.D. 

Ralph D. Richardson, M.D. 

Joseph G. McWilliams, M.D. 


Social Welfare Committee 


Earl J. Mara, M.D., Chairman 
Joseph Dowling, Jr., M.D. 
Thomas Egan, M.D. 

Henry S. Joyce, M.D. 

Peter L. Mathieu, M.D. 

Philip McAllister, M.D. 
Charles E. Millard, M.D. 

Raul Nodarse, M.D. 

Robert I. Rosin, M.D. 


Veterans Affairs Committee 


Richard P. Sexton, M.D., Chairman 
E. Allan Casey, M.D. 

Robert T. Henry, M.D. 

Herman A. Lawson, M.D. 

Ernest J. Quesnel, M.D. 

Nathaniel D. Robinson, M.D. 

Julius Stoll, Jr., M.D. 








Committee on State Institutions 


Alex M. Burgess, Sr., M.D., Chairman 
Robert E. Carroll, M.D. 

William H. Foley, M.D. 

Earl J. Mara, M.D. 

Laurence A. Senseman, M.D. 


Federal Medical Services 
Arthur E. Hardy, M.D., Chairman 
Charles J. Ashworth, M.D. 
Thomas Perry, Jr., M.D. 
William A. Reid, M.D. 








J. E. BRENNAN & COMPANY 


Leo C. Clark, Jr., B.S., Reg. Pharm. 


5 North Union Street 





Pawtucket, R. I. 
SHELDON BUILDING 


7 Registered Pharmacists 











Butterfield’s 
DRUG STORE 


Corner Chalkstone & Academy Aves. 
ELMHURST 1-1957 











PATIENTS AND PERSONNEL SPEAK 
concluded from page 337 


and Personnel (in 4 parts) by Faye G. Abdellah and 
Eugene Levine: 
(1) What Patients Say About Nursing Care 
(Nov. 1, 1957, Vol. 31, No. 21, Page 44) 
(2) What Factors Affect Patients’ Opinions of Their 
Nursing Care 
(Nov. 16, 1957, Vol. 31, No. 22, Page 61) 
(3) What Personnel Say About Nursing Care 
(Dec. 1, 1957, Vol. 31, No. 23, Page 53) 
(4) What Hospitals Have Done to Improve Patient 
Care 
(Dec. 16, 1957, Vol. 31, No. 24, Page 43) 
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ANNUAL REPORTS... 1957-58 


THE RHODE ISLAND MEDICAL SOCIETY 





BENEVOLENCE FUND 


The Benevolence Fund of the Rhode Island 
Medical Society was officially established by the 
House of Delegates in 1955 and first contributions 
to the Fund were received that year. A summary of 
the contributions subsequently is as follows : 
$1,131.00 

1,073.00 
2,701.85 


Total Contributions for 1955 
Total Contributions for 1956 
Total Contributions for 1957 
Accumulated interest for the three years 

amounted to 101.79 
Total receipts to the Fund for 1955- 

1956-1957 were $5,007.64 

Total expenditures made to aid three physicians 
and their families in 1956 and 1957 were $1,916.40. 

Cash Balance in savings account December 31, 
1957, was $3,091.24. 

In accordance with the recommendation of the 
House of Delegates in 1957, several of the district 
medical societies have agreed to urge their member- 
ship to make a voluntary contribution to aid the 
3enevolence Fund. The Woonsocket District Med- 
ical Society reported 100% subscription from its 
membership and the Providence Medical Associa- 
tion sent a special appeal at the time of the mailing 
of its 1958 membership dues bills urging that each 
member contribute at least $5 to the Fund. 

As a result of this stimulus the Fund has re- 
ceived so far in 1958, $2,320.00. 

The Trustees again urge members of the Society 
to support this most worthy project to assist the 
physicians of Rhode Island and their families, when 
such physicians are unfortunate enough to be dis- 
abled and unable to carry on their medical practice. 
We also request that physicians notify the Trustees 
of any physician or his family faced with financial 
hardship. 

Respectfully submitted, 


Trustees of the Benevolence Fund 
of the 

Rhode Island Medical Society 

Davin FREEDMAN, M.D. 

Henry J. HANLEY, M.D. 

GEORGE WV. WATERMAN, M.D. 


BLOOD BANK 

The Blood Bank Committee of the Rhode Island 
Medical Society during the past year has met jointly 
with the Rhode Island Association of Blood Bank 
Directors with activity directed as follows: 

a) Formation of a subcommittee to investigate 
establishment of a schedule of blood bank charges 
which would be uniform throughout the state. This 
schedule is completed and is pending discussion and 
action by the various hospitals in the state. 

b) A subcommittee, together with a committee 
from the Rhode Island Hospital Association is in- 
vestigating ways and means of discouraging insur- 
ance carrier provisions which guarantee payment 
of hospital charges for blood, since the bulk of these 
charges is made up of a refundable penalty fee de- 
signed to stimulate donor replacement. 

c) Planning the establishment of an inspection 
system geared to insure the use of adequate stand- 
ards and techniques in blood banks and donor rooms 
throughout all hospitals in the state. 

d) Discussing closer co-operation and more ade- 
quate methods of blood exchange between hospitals, 
especially as applied to group pre-deposit donor 
plans for which there is increasing popular demand. 

It has been a pleasure to serve the Medical So- 
ciety in this capacity during the past year. 

Respectfully submitted, 
ENovp H. DAHLauIsT, JR., M.v., Chairman 


CANCER 


As chairman of the Cancer Committee of the 
Rhode Island Medical Society, I report that we are 
working on plans for a postgraduate teaching 
seminar for general practitioners to be held in the 
fall of 1958. 

We also are in the preliminary stages of arrange- 
ments for a cancer conference which will probably 
be held in November, 1958. 

HERBERT FANGER, M.D., Chairman 


CHARLES V. CHAPIN HOSPITAL 
Preliminary Report 
The following provisional suggestions have been 
advanced by Doctor Theodore H. Ingalls, consult- 


ant to the Committee : 
continued on page 342 
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ANNUAL REPORTS 

continued from page 340 
The Chapin Hospital function should not be 
abruptly changed on an arbitrarily set date; 
nor can future function be rigidly defined at 
this time. 
The future activity of the hospital should be 
gradually determined in the light of changing 
demands and progress in medicine. My sug- 
gestion is that provision be made for multiple 
functions with the accomplishments and use- 
fulness of each unit to be reviewed during 
1958. The Psychiatric Unit, the Richardson 
and East Wings, and the Hindle Building are 
essential. Maintenance of competent intern 
and resident staff thus becomes an urgent 
necessity to assure continuous stafi function- 
ing of the hospital after July 1, 1958. 
Two units should remain flexible enough to 
care for a variegated daily load of communi- 
cable disease such as that admitted since Jan- 
uary 1, 1958, or to be pressed into service in 
the event of epidemic or threat of epidemic. 
Communicable disease is largely controllable 
but not conquered. An unused pavilion is no 
more a sign of inefficiency than an unused fire 
station. No future outbreak of polio may be as 
bad as that of 1955 (429 admissions ) but two 
years’ interval is far too short a time to declare 
that polio has been licked to such a degree that 
a state the size of Rhode Island will not have 
another outbreak of polio. A former Commis- 
sioner of Public Health of the State of Massa- 
chusetts, now dean of a great Midwestern 
school of medicine, feels sure that there will 
be another call for isolation and polio services. 
The combination of the Richardson and East 
Wings should provide an ample reserve. 


. The possible function of the West Building 


should be evaluated further. Serious thought 
should be given to its use for bringing together 
from other hospitals in Rhode Island the 
staphylococcal surgical sepsis cases that are 
beginning to be the bane of the modern hos- 
pital. Isolation may be one of the contem- 
porary solutions of this growing and as yet 
unsolved problem. 

Every effort should be made to avoid rigidity 
of hospital function. The emphasis is on ver- 
satility to meet change of problem and re- 
search. The progressive hospital, alert to 
change and even capable of pacing it is one 
that is cultivating research interest. Specific 
suggestions will be made later. 


Reclaimed space should be devoted to city and 

state health laboratory needs, especially for 

the Department of the Medical Examiner. 
HANNIBAL HAMLIN, M.D., Chairman 
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CHILD-SCHOOL HEALTH 

The committee has been gratified this pasi year 
to learn that their recommendations to the |’rovi- 
dence School Committee on the medical services to 
school children have been implemented in some 
areas, although, due to various circumstances, the 
major recommendations have not been carried out. 
Other school departments in the state, however, 
have followed the recommendations rather closely. 

The major project, during this past year, has 
been the sponsoring of a lecture series given in co- 
operation with Brown University and the Rhode 
Island Department of Education for school teach- 
ers and school nurses. It was extremely well re- 
ceived. Ten speakers were presented, six of whom 
were from Rhode Island. 

The committee has held one meeting with repre- 
sentatives from various school committees through- 
out the state to explore the subject of “the excep- 
tional child and what is being done in this state to 
serve him.” There was a valuable exchange of ideas, 
but it was felt that we, as a professional society, 
could offer our services to the Department of Edu- 
cation and help them in any way they see fit. 

The committee has been contacted regarding the 
present General Laws relating to ‘Fortification of 
Milk.” In the 1957 General Assembly, a bill was 
passed which allowed the addition of a number of 
minerals and vitamins to the milk. This committee 
was approached by some members of the Milk Deal- 
ers’ Association who are opposed to it. It was the 
unanimous opinion of the committee as well as the 
American Academy of Pediatrics and the Provi- 
dence Milk Commission that the law be amended 
to allow only the addition of vitamin A and D to 
the milk. 

More recently, Doctor H. Frederick Stephens 
has asked the committee to consider a proposal by 
the Lions Club Sight Conservation Committee to 
change legislation for sight conservation in the 
schools. The committee agreed that the recommen- 
dations by Doctor Stephens to the Lions Club made 
in 1957 were acceptable. It was suggested that no 
change be made from the original recommenda- 
tions. 

Joun T. Barrett, M.p., Chairman 


DIABETES 


In 1957 the Committee on Diabetes devoted its 
detection campaign activity to the testing of school 
children and selected industrial groups. 

With the cooperation of the Health chairman of 
the Congress of Parents and Teachers, all the 
P.T.A. Units were invited to participate in the 
detection campaign by purchasing dreypaks at cost. 
Seventy-five units purchased a total of 33,353 
dreypaks. 

Through the cooperation of the Department of 
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Employment Security of the State a list of major 
industrial concerns was submitted to the Committee 
and an invitation was directed to them to partici- 
pate in the program along the same lines as the 
P.T.A. groups. A total of sixty-five industrial con- 
cerns purchased a total of 20,990 dreypaks through 
the Society. 

The dreypaks were prepared with the return en- 
velope addressed to the Division of Laboratories of 
the State Health Department. As of this date the 
Division of Laboratories has processed 9,584 drey- 
pak test strips. Of this number 67 had suspicious 
or positive results. 

The State Department of Health notified all 
those whose tests were positive, and also their per- 
sonal physician. The following form letters were 
utilized by the Director of Health. 


NE FI eens 

The above-named person participated in the 
recent diabetes screening project and designated 
you as the physician to whom a report should be 
sent. The urine test by the Dreypak method was 
positive. 

The patient has been advised that the results 
of the test showed a possibility of diabetes but 
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that a diagnosis cannot be made without further 
examination. This person has been urged to see 
you at the earliest opportunity so that further 
study can be made. 

Sincerely yours, 

/s/ Epwarp A. MCLAUGHLIN, M.D. 

Director of Health 


Dear Friend: 

Your recent diabetes test showed that your 
urine sugar was above what is usually considered 
as normal. This suggests that you may have dia- 
betes. A definite diagnosis cannot be made 
without an examination which your own doctor 
can do for you. When diabetes is found and 
treated early, it is much easier to control. 

We are forwarding the results of your test to 
your doctor. We urge you to see him at your 
earliest opportunity. 

If your relatives and friends have not had a 
diabetes test, urge them to have one soon. 

Sincerely yours, 
‘s/ Epwarp A. McLAUGHLIN, M.D. 
Director of Health 


In view of this approach to the detection cam- 


paign whereby an active state-wide organization, 
such as the Congress of Parents and Teachers, can 
participate in the work, the Committee recommends 


continued on next page 
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that the 1958 campaign be continued along similar 
lines. The Committee recommends that the state 
P.T.A. officials poll their respective units through- 
out the state during the spring of 1958 alerting 
them to the importance of the program and urging 
them to place an order before June for the number 
of testing strips they will purchase for use in their 
respective schools during the November campaign. 
If this plan is adopted it would be possible to secure 
from the American Diabetes Association the testing 
strips, campaign literature, and posters to be sent 
directly to the central office of the P.T.A. early in 
the fall and to be distributed by that office to the 
various units. 

The Society’s Committee, with the cooperation 
of the Executive Office of the Society, would assist 
the P.T.A.’s in every way possible and would place 
the order with the American Diabetes Association 
for the necessary supplies. 

The Committee also has under consideration a 
proposal that it sponsor a one-week camp for dia- 
betic children to be held from August 23 to August 
28 at Camp Fuller in Wakefield, Rhode Island. 


Respectfully submitted, 
D. RicHARD BARONIAN, M.D., Chairman 


HIGHWAY SAFETY 

The Highway Safety Committee has again con- 
sidered the proposed legislation in regard to chem- 
ically testing persons accused of operating a motor 
vehicle under the influence of drugs or alcohol. The 
present bill being introduced this year is essentially 
the same as was introduced last year. A few words 
have been changed to answer certain legal objec- 
tions but medically it appears to be identical with 
the one which the Committee carefully considered 
last year. The committee was in favor of the legisla- 
tion last year and is again this year. Legislative 
action will undoubtedly have taken place at the time 
of this meeting of the House of Delegates. 

The Committee also participated in the Gov- 
ernor’s Conference on Traffic Safety held at the 
Quonset Point Naval Air Station on December 5, 
1957. 

The committee has heard nothing further from 
the Interstate Commerce Commission in regard to 
co-operation of the local physicians conducting 
physical examinations on truck drivers engaged in 
interstate transportation. The Committee did not 
actively pursue the question that was raised by the 
Commission representative in the state a year ago. 

Most of the members of the Highway Safety 
Committee continue to serve on a separate Medical 
Advisory Committee to the Registrar of Motor 
Vehicles. This Committee has reviewed over 200 
cases of individuals who are suspected of having a 
physical defect which might disqualify their having 
a driver’s license. This Committee does not conduct 
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any physical examinations on the applicants or |i- 
censeses, but reviews medical records submitted by 
the driver from his own physician. This Committee 
is one of the few operating in the country at the 
present time, and we are still interested in estab- 
lishing basic criteria for use by such a Medical 
Advisory Group. 
ARTHUR E, O’DEA, M.D., Chairiian 


INDUSTRIAL HEALTH 

A brief summary of the activities of the Indus- 
trial Health Committee of the Rhode Island Med- 
ical Society is summarized as follows: 

1. The Committee concerned itself mainly with 
recent decisions by the Rhode Island Workmen’s 
Compensation Commission relative to compensa- 
tion awards in heart cases. Under the Rhode Island 
law a Medical Advisory Committee is provided for 
to advise and assist the Workmen’s Compensation 
Commission, but in the opinion of the Industrial 
Health Committee the advice on medical matters 
has not been sought from this Committee and, 
therefore, the matter has been subject to discussion 
and study. The problem is heightened by the fact 
that implications of recent decisions on industrial 
medical practice in Rhode Island could be far 
reaching. 

In an effort to clarify some of the issues cur- 
rently under discussion the Industrial Health Com- 
mittee of the Society sponsored one meeting late in 
the year with the Medical Advisory to the Com- 
pensation Commission and it subsequently initiated 
plans for a joint meeting of the Society’s Commit- 
tee, the Advisory Committee to the Workmen’s 
Compensation Commission, the State Director of 
Labor, and legal counsels. 

A well-attended meeting of the Industrial Health 
Committee, members of the Workmen’s Compen- 
sation Commission, legal counsels of the Society, 
the Chairman of the Committee on Workmen's 
Compensation Law of the Rhode Island Bar As- 
sociation, and officers of the Society, was held at the 
Medical Library on January 7, 1958. The major 
discussion centered around the decision of com- 
pensation in “heart cases,” and the suggestion was 
favored that a joint meeting of members of the 
Commission, the Society’s Industrial Health Com- 
mittee, and several cardiologists be held to review 
some of the cases from a medical point of view as 
an aid to the Commission in establishing helpful 
procedures they might consider in future rulings 
in such medical cases. 

Three rescripts of testimony of three different 
cases, already decided and closed by the Commis- 
sion, have since been received by the Committee 
and they are in the process of being reviewed by 
three local cardiologists. At a date in the near fu- 
ture a conference is anticipated to consider the find- 
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ings of the reviewing group. 

The subject of when heart disease should be 
compensable will be one of the topics to be pre- 
sented at the Annual Meeting of the Society on 
May 14, with Doctor William Greer of Boston as 
the discussor. 

2. The Committee also made an extensive study 
of a proposal by a Local representing one of the 
large manufacturing organizations in the State 
relative to the possible establishment of a diagnostic 
clinic under the auspices of a management-union 
Trustee Fund. A complete report of the Commit- 
tee’s study has been submitted to the Council of the 
Society for its decision. 

3. The Industrial Health Committee has given 
consideration to the proposal for a Physician's 
Award to be awarded by the President’s Commit- 
tee on the Employment of the Handicapped and it 
has determined that the qualifications for such an 
award are so exacting that they eliminate the possi- 
bility of any recommendation from Rhode Island 
at this time. 

4. Throughout the year the Committee has made 
itself available to other committees of the Society 
for consultation on industrial health matters and it 
has submitted information for publication in the 
State Medical Journal. 
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Respectfully submitted, 
STANLEY SPRAGUE, M.D., Chairman 


LIBRARY 

The chairman cannot conceive of any more suit- 
able way to inform the membership about the activ- 
ities of their Library than to transmit verbatim the 
subjoined report to him from the librarian, Mrs. 
Helen DeJong. One amendment is indicated—an 
appreciation of the continuous effort and personal 
interest of our librarian which make our Library a 
valuable tool not only for the medical profession of 
Rhode Island, but to the other professions, the stu- 
dents, and the public generally who are allowed to 
make use of its reference facilities. 

Although Doctor Harvey Cushing was not a 
member of our Society, that his portrait should 
hang in what I also feel should be termed the Dav- 
enport Conference Room is.most appropriate. In 
his essay THE Doctor AND His Books he wrote 
‘‘as the calorimeter tells the activity of the patient’s 
metabolism, so may you determine the plus or 
minus activity of the local profession in any district 
by the condition of its Library.” If true, then the 
Rhode Island Medical Society is clearly hyper- 
metabolic. 








IrviNG A. BECK, M.D., Chairman 
continued on next page 
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We seem to have spent the last year mostly at 
hard, physical labor with the result that we’re in 
fine, muscular form and some sections of the Li- 
brary are in good order. Before the dust had settled 
from the Annual Meeting, we started moving the 
Davenport Collection first, to the Reading Room 
where each volume was checked, assigned to its 
proper case and an author card made (the catalogu- 
ing to be finished as time permits ) ; next, the vol- 
umes were taken to the James H. Davenport Con- 
ference Room, where they were cleaned and all the 
leather bindings were treated with leather vita. 
After this, the books were placed in the new book- 
cases which were built especially for the collection 
and, at the same time, made small enough to be 
moved easily when the room is used for exhibits. 
Some of the volumes had suffered from their long 
sojourn on open shelves; it is hoped that the glass 
doors on the new cases will prevent further de- 
terioration. 

The case of rare books was moved to the Reading 
Room, where our most valuable holdings are seen, 
discussed and admired much more than they were 
when hidden in the small reading room. The old 
shelving is now in the downstairs storeroom, pro- 
viding space for dead storage and duplicates. There 
is space in the storeroom for a desk, work table 
and chairs so that much of the book repair work 
that used to have to be done in the Reading Room 
can be accomplished out of sight. 

The librarian has reshelved all of the bound 
periodicals on the first floor of the stacks (about 
7,000 vols.) to make room for new titles and the 
growth of old runs. The next step will be the re- 
shelving of the books and journals on the second 
and third floors. 

Proceeds from the Annual Book Sales have 
helped to add beauty and comfort to the Reading 
Room through the addition of new lamps, tables, 
chairs and new upholstery for the old chairs. 

The new portrait of Doctor Harvey Cushing 
which hangs in the Davenport Room was the gift of 
Mrs. William P. Buffum, Jr. It belonged to her 
father, the late Dr. Reginald Fitz. Dr. and Mrs. 
William P. Buffum, Sr., gave the frame. 

We thank our many friends of the Library for 
their gifts of books and periodicals. As we note 
these throughout the year in On the Medical Li- 
brary Bookshelves, no further acknowledgment will 
be made in this report. 

Every library report must have statistics, it 
seems, so for those interested in figures: we have 
added 385 bound volumes to our collection through 
purchase, review, binding and gift, making our 
present total about 42,252, not counting our large 
number of unbound journals and pamphlets; we 
had a total of 1,925 readers (1122 physicians, 803 
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public ) and this figure represents those who spent 
some time in the Library, not those whose quesiions 
could be answered via telephone; our circul:tion 
included 1,435 periodicals and 403 textbooks ; this 
figure would be more than doubled if we counted 
the material used in the Library by those ineligible 
for borrowing ; we prepared 226 bibliographics ; in 
interlibrary loan, we borrowed ten items and loaned 
340; we are receiving 390 periodicals and serials 
currently ; we have made extensive use of the Med- 
ical Library Association Exchange and have re- 
ceived 12 single issues of medical journals (com- 
pleting 7 vols.) and 3 bound volumes for nothing 
more than the cost of postage ; we don’t expect that 
we shall catch up with cataloguing ever but 31,029 
books and 3,673 unbound volumes and pamphlets 
have been done to date. 

The librarian has been helped mightily by Miss 
Grace Dickerman, Mrs. Shirley Garreau, and Miss 
Joann Kelly. 

HELEN DeJona, Librarian 


MEDICAL DEFENSE AND GRIEVANCE 

During the past year there has been a marked 
increase in cases of grievance considered by the 
Committee. About sixty per cent of the twenty-six 
cases considered concerned fees, twenty-five per 
cent, delay in answering calls or alleged failure to 
make them, and the remainder alleged inconsiderate 
treatment. Many of the latter cases were emotional 
in origin. 

There is also an increase in threatened law suits 
involving professional liability, in some instances 
for fantastic amounts, apparently influenced by 
suits made in such areas as New York and 
California. 

FRANCIS B. SARGENT, M.D., Chairman 


PUBLIC POLICY AND RELATIONS 

The Committee on Public Policy and Relations 
has maintained a procedure of working to encour- 
age the development of basic programs of public 
service. It is the belief of the committee that public 
relations per se represents the work of each in- 
dividual physician in his daily work which in turn 
establishes the position of the profession in our 
communities, 

The second phase of public relations involves the 
promotion of information on group activities 
whereby the work of the profession through the 
Sociéty’s committee is explained to the general 
public. This phase of public relations involves an 
expense for which the Society has not budgeted to 
date. 

Through the facilities of the executive office the 
committee is able to assist other committees in the 
publicity issued regarding various Society pro- 
grams, such as the polio and influenza immuniza- 
tion programs, the Diabetes Detection Campaign, 
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public laws, science fair, etc. 

Meetings with representatives of various news- 
papers in the state have been held by the executive 
officer, and news releases of the Society’s various 
activities have been issued as occasion warranted. 
These releases go to every newspaper, daily and 
weekly, every radio and television station in the 
State. In addition, transcribed radio programs pre- 
pared by the American Medical Association have 
been made available through the Society to the vari- 
ous radio stations, and special film clips have been 
supplied the television stations on health subjects. 

The motion picture Your Doctor, issued through 
the Modern Talking Pictures Service, Inc., of New 
York, sponsored by the A.M.A. and our Society, 
continues to be shown at various schools and com- 
munity organization meetings through the state. 

Inquiries from the public calling for medical in- 
formation have been handled by the chairman and 
members of the committee during the year. It is 
worthy of note that many inquiries regarding nos- 
trums and patent medicine remedies are answered 
each year, as well as requests for information about 
pseudo-healers and “health clinics” operating out- 
side the state. 

The official roster of the Society is checked as 
regards specialty listings, and special business and 
other directories are also informed regarding mem- 
bership listings. 

In the opinion of the committee its effectiveness 
to the Society would be increased if it were con- 
sulted on all matters involving public statements 
concerning actions, programs, and opinions of the 
Society. 

The committee seeks only to reflect the best in- 
terests of the profession in the health and welfare 
of the people of the state. Publicity or public rela- 
tions cannot be purchased on a lasting basis; the 
collective dignity of the profession finds expression 
in the actions of the individual physician. 

Respectfully submitted, 
ARNOLD PorTER, M.D., Chairman 


SCIENCE FAIR 


The Science Fair Awards Committee of the So- 
ciety viewed the exhibits displayed at the Marvel 
Gym at Brown University during the Annual 
Schools Science Fair held March 31 through April 
2, 1958. 

The Committee was impressed by the excellent 
work done by a great many of the students who 
develop their exhibits on medical or public health 
sciences, 

The Committee made awards as follows: Mental 
Development of Preschool Children, Kathleen J. 
Purnell, Scituate High School, Plainfield Pike, 
Clayville; Experiments in Metabolism, Robert 
Kovner, Classical High School, 189 Verndale Ave., 


concluded on next page 
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Providence ; Cystic Fibrosis of the Pancreas, Kath- 
leen Finneson, Saint Mary’s Academy, 3070 Paw- 
tucket Ave., Riverside; What is Color Blindness? 
Barbara Richards, Charlestown Jr. High School, 
Box 454, Shannock ; How Color Influences Ano- 
rexia in Children, Marcia Hogg, Aldrich Jr. High, 
168 Parkside Drive, Warwick; The Evolution of 
the Stethoscope, Philip M. Barry, Classical High 
School, 125 Everett Ave., Providence. 

A special poster card was attached to each of 
these exhibits during the Fair to indicate that they 
had received honor awards from the Rhode Island 
Medical Society. A special Science Fair certificate 
prepared by the Society and an award of a $25 
Treasury Bond is to be made to each of the six stu- 
dents, three senior high and three junior high, the 
evening of the opening session of the 147th Annual 
Meeting of the Society at the Medical Library on 
Tuesday, May 13. 

Doctor Irving A. Beck, a member of the Com- 
mittee, was unable to serve as a judge at the time 
of the Fair and Doctor Charles L. York was named 
as his alternate for this assignment. 

Respectfully submitted, 

Committee on Science Fair Awards 
HerMANA. Lawson, M.p., Chairman 
IrvinG A. BECK, M.D. 

Joun F. W. GILMAN, M.D. 


SCIENTIFIC WORK AND 
ANNUAL MEETING 


A very successful clinical session was held at the 
Medical Library and a dinner for the members of 
the Society and their wives held at the Sheraton- 
Biltmore Hotel in the evening, as the Interim 
Meeting of the Society held on Wednesday, No- 
vember 13, 1957. 

The program for the Scientific Meeting was as 
follows: Conference on Cancer — Arthur Purdy 
Stout, M.D. of New York City presided. Doctor 
E. W. Munnell of New York City spoke on Early 
Diagnosis and Management of Uterine Cancer. 
Doctor Cushman D, Haagensen of New York City 
spoke on Choice of Treatment in Cancer of the 
Breast. Doctor Carl R. Feind of New York City 
spoke on /ndications for Prophylactic Radical Neck 
Dissections in Head and Neck Cancer. 

The Committee on Scientific Work and Annual 
Meeting voted that the 1958 meeting should be held 
on May 13 and 14, with the scientific program 
starting the evening of Tuesday, May 13. The Com- 
mittee chose Doctor Shields Warren of Boston to 
deliver the annual Charles V. Chapin Oration and 
to receive thereby the Chapin Medal Award of the 
City of Providence. 

The second day of the 148th Annual Meeting has 
been arranged to provide a well-balanced program 
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of lectures through the day, and with the annual 
dinner at the Sheraton-Biltmore Hotel in the eve- 
ning to conclude the sessions. 

The first conference ever to be held by a state 
medical society as part of its annual meeting pro- 
gram to discuss medical service representatives’ 
problems in detailing physicians was planned ly the 
executive secretary with the approval of the com- 
mittee. This special conference was scheduled for 
the morning and noon hour of May 13. 

The Committee voted that the 1958 Interim 
Meeting of the Society be held at Newport, Rhode 
Island, on Wednesday, October 8, 1958. Plans are 
under consideration for a scientific session that 
afternoon at the Newport Naval Hospital under the 
sponsorship of the medical staff of that installation, 
and a reception and dinner at the Viking Hotel in 
the evening. 

The members of the committee have been most 
generous in their time and advice in making possible 
the fine program for the entire membership, and 
the chairman records his personal appreciation for 
their splendid assistance throughout the year. 

Respectfully submitted, 
MarsHALL N. FuLton, M.D., Chairman 





CHECK THE DATE NOW! 


Wednesday, October 8 


Interim Scientific Meeting 


of the 


Rhode Island Medical Society 


at the 


Newport Naval Hospital 
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